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Gift of the Sun 


Yes: The sun caused these delicious apri- 
cots to grow, to ripen, to reach their perfect 
color, size and flavor. But it took Sexton 
Service to select them for you . . . with un- 
erring discrimination . . . to bring them to 
you in all their perfection . . . in containers 
styled to your needs and sized for your 
economy, each one chock ful. 


The institutional buyer wisely chooses 
Edelweiss, the brand packed exclusively for 
him . . . and symbolizing to him the pledge 
of quality by America's largest distributor 
of No. 10 canned foods. 
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Health Insurance in England— 
Has It Been Successful? 


By SIR HENRY B. BRACKENBURY, M.D., LL.D. 


Chairman, Council of the British Medical Association 


giving and receiving medical advice and 

treatment under a system of compulsory and 
contributory national health insurance has had cer- 
tain definite results both upon the community and 
upon the medical profession. 

The British health insurance system has from its 
beginning in 1912 included in its medical benefits 
only the services of a general practitioner in the 
patient’s home or at the doctor’s office. It does not 
include the services of specialists or hospital care. 
In addition to medical benefits, cash benefits 
amounting to a part of the wages are provided the 
insured person for a period during sickness. 

All persons employed at manual labor, and all 
other employed persons with annual incomes of less 
than £250 are legally required to insure under the 
act, these employees themselves paying approxi- 
mately 40 per cent of the total cost, the employer 
paying about the same amount and the state pay- 
ing the remaining fifth. More than fifteen million 
persons are thus insured under the law and about 
15,000 physicians have elected to serve them under 
its provisions, these physicians ordinarily giving 
only a part of their time to insurance practice and 
carrying on private practice also. 

On the whole, and leaving out of account for the 
moment those features of the British system not 


[eving ana years’ actual experience of 





What do English physicians actually 
think about health msurance after 
two decades of experience with it? So 
conflicting and so often biased are 
the reports published in this country 
that this clear statement by a respon- 
sible offical of the British Medical 
Association 1s especially valuable. 
The need to nclude hospital service 


has been recogmzed by the B.M.A. 


directly concerned with the provision of medical 
attendance and treatment, the results are beneficial 
to both insured persons and physicians. The ex- 
pression “on the whole” is not intended to imply 
that the benefit is just on the right side after nicely 
balanced consideration; but there are some points 
of disadvantage that may be set over against an 
overwhelming preponderance of advantage. That 
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this is so may be judged from the following official 
resolution passed by the representative body of the 
British Medical Association almost without dis- 
sent: “The measure of success which has attended 
the experiment of providing medical benefit under 
the National Health Insurance Acts system has 
been sufficient to justify the profession in uniting 
to secure the continuance and improvement of an 
insurance system.” 

This resolution was passed some eight years ago, 
but since then it has been endorsed, further resolu- 
tions have been adopted pressing for an extension 
of the system to groups of persons not at present 
included in it, and by a growing conviction born 
of intimate experience it is acknowledged that any 
suggestion of the abolition of the scheme would be 
received by an overwhelming and emphatic pro- 
test from profession and insured population alike. 


Eight Definite Benefits Are Noted 


In view of the incorrect impressions that have 
been conveyed to American physicians in certain 
British “correspondence,” it is important to em- 
phasize the official and definitive character of cer- 
tain expressions of opinion of the medical pro- 
fession of Great Britain. 

There is an official record of what the medical 
profession believes to be the general benefits to 
the community that have been either directly due 
to, or greatly accelerated by, the national health 
insurance scheme. In the memorandum of evidence 
presented by the British Medical Association to the 
Royal Commission on National Health Insurance 
these benefits are thus enumerated: 

“‘(a) Large numbers, indeed whole classes, of 
persons are now receiving a real medical atten- 
tion which they formerly did not receive at all, 
(b) the number of practitioners in proportion to 
the population in densely populated areas has in- 
creased, (c) the amount and character of the medi- 
cal attention given is immensely superior to that 
formerly given in the great majority of clubs, (d) 
illness is now coming under skilled observation 
and treatment at an earlier stage than was for- 
merly the case, (e) the work of practitioners has 
been given a bias towards prevention that was 
formerly not so marked, (f) clinical records are 
being provided that may be made of great service 
in relation to public health and medical research, 
(g) cooperation among practitioners is being en- 
couraged to an increasing degree, (h) there is now 
a more marked recognition than formerly of the 
collective responsibility of the profession to the 
community in respect to all health matters.” 

These are described as immense gains, and fur- 
ther experience has not tended to minimize the 
value of any of them. The only qualification per- 
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haps required is that, except in a few instances, 
the authorities have failed to make proper use 
of the potential value of the clinical records made 
by practitioners. In a number of rural areas it 
has been found possible to maintain medical atten- 
tion in places that would otherwise have been left 
derelict. 

These, then, are some of the main benefits to the 
community. It is natural to ask also whether there 
is any evidence as yet that the general public health 
has been enhanced as a result of the working of 
a national health insurance system. This is a ques- 
tion, however, that cannot be answered, and prob- 
ably never will be answered with any degree of 
confidence. There can be but little doubt that dur- 
ing the past twenty-one years, in spite of war and 
economic calamities, the national health has im- 
proved; but it is quite impossible to separate the 
effects of medical benefit insurance arrangements 
from those of other agencies that have contributed, 
probably more effectively, to such a result, for 
example, an increase of knowledge of medicine and 
ancillary sciences, a more effective and widespread 
public health administration, a much greater reali- 
zation of the importance of health matters, and 
education in personal, domestic and industrial hy- 
giene. It will be realized, however, that the bene- 
ficial effects of these other agencies must have been 
largely augmented and reenforced by the activ- 
ities of the physician doing insurance work, with- 
out whose services they would have failed of prac- 
tical application in the homes. 


Why Physicians Endorse the Plan 


On the other hand, the fact that the provision of 
cash benefits payable during incapacitating sick- 
ness has led to increased claims cannot be taken 
as indicating any actual deterioration in the gen- 
eral health. It must be borne in mind that the 
insurance scheme applies to not much more than 
one-third of the population, that the effects of pro- 
longed unemployment and the aftermath of war 
are still with us, that propaganda in favor of 
securing early medical attention and of realizing 
the importance of minor illness must at first tend 
to swell the periods of sickness, and that the re- 
cent actual prolongation of life almost necessarily 
increases the total of such periods. These and other 
purely medical considerations fully account for 
an increase in sickness claims. Whatever its actual 
effects on public health, there is no doubt that the 
insurance scheme has brought to large numbers 
of persons the advantage and comfort of having 
a family physician or private medical adviser in 
whom they have confidence. 

The results to the medical profession itself have 
also been, in general, advantageous. The system 
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has, in almost all areas and in the case of a large 
proportion of individual practitioners, increased 
the feeling that physicians are colleagues rather 
than rivals, and has brought about a more con- 
scious relationship between family practice and 
various aspects of public health service. These are 
considerable gains. 

Financially, too, the effects have been beneficial. 
The aggregate income of members of the profession 
practicing under the scheme has been largely aug- 
mented. There are probably thousands of general 
medical practitioners today who, without the in- 
surance scheme, would not be able to earn by the 
exercise of their professions a sufficient income on 
which to live. It must be understood that no money 
is coming to them through these state insurance 
arrangements which they do not fully earn. Rather 
it is the greatly increased amount of work that the 
scheme provides for a guaranteed reasonable pay- 
ment—though some think it is not fully adequate— 
that has led to this improvement. In addition, a 
large number of physicians find it a relief and 
comfort that they can now give fuller attention to 
their poorer patients without the thought that 
those patients will afterwards be distressed by the 
presentation of a bill. 


The Scheme Has Certain Drawbacks 


There is no evidence that the general quality of 
professional work has in any way deteriorated. No 
doubt, as in other branches of medical work, there 
are some who are less skillful and less conscientious 
than others. But comparing like with like, the best 
with the best, or the average with the average, it 
is safe to say that the quality of the service ren- 
dered is at least as high among insurance doctors 
as it is in private practice or in hospital out-patient 
departments. 

It is not to be denied that certain drawbacks, 
dangers or disquieting features may be found un- 
der an insurance scheme for medical benefit. The 
most commonly mentioned of these is the multi- 
plicity of rules and regulations involved. No doubt 
there is a tendency to multiply and complicate these 
unnecessarily, but it should be realized that most 
of them arise from three extremely valuable, and 
probably unique, features embodied in the English 
system. These are: (1) the right of every regis- 
tered medical practitioner to be a member of the 
service unless and until it is proved that, because 
of misconduct, his continuance therein is detri- 
mental to the service as a whole; (2) the close 
approximation of the conditions of the service as 
between doctor and patient to conditions obtaining 
in private practice and (3) the considerable share 
assigned to the profession itself in administration. 

Because of, not in spite of, the confidence in the 
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profession which these features disclose, provision 
must be made for the occasional delinquent. If the 
state has no right to choose which physician shall 
take part in the service, machinery has to be estab- 
lished for dealing with anyone who conspicuously 
fails in his duty. If the state has limited its func- 
tion to bringing together doctor and patient, leav- 
ing them free thereafter to act in accordance with 
recognized or traditional methods, it must provide 
means whereby, in case of dispute, each may have a 
square deal. If the state leaves purely medical 
matters to be judged by a purely professional body, 
there must be some authoritative delimitation of 
the respective spheres and some prescribed means 
for action. All these statutory requirements, rules 
and regulations need not trouble the physician any 
more than the ordinary requirements of the penal 
code trouble the law abiding citizen. In fact, they 
do not worry him overmuch; they exist largely for 
his own protection. There is, however, a certain 
type of mind that tends to be distracted by them, 
and therefore they should be made as simple and 
few as possible. 

Only two other drawbacks or dangers need to be 
considered—one affecting the attitude of certain 
members of the profession, the other affecting the 
mind and conduct of certain insured persons. The 
one is that the system does to some extent facilitate 
the procedure of commercially minded practi- 
tioners and the exploitation of unwary members 
of the profession by ingenious laymen. There is 
no doubt that insurance practices are more easily 
and more certainly transferable than ordinary pri- 
vate practices. On the occasion of any such transfer 
each insured person on a physician’s list is afforded 
the opportunity of choosing another physician, but 
only a small proportion of them (perhaps 3 to 5 per 
cent) avail themselves of this opportunity at an 
early date thereafter. This allows practices to be 
worked up in suitable areas and then, perhaps at 
short intervals, to be bought and sold as commercial 
propositions. This danger, which is not prevalent, 
is one that knowledge and experience should easily 
combat. 


Four Conditions Are Essential 


The other drawback is that the attitude of a 
small proportion of insured persons towards their 
physician may be changed for the worse. Instead 
of regarding him as a confidential friend and ad- 
viser, a few persons come to demand his services as 
a business right and may be critical and suspicious 
lest they are not securing their full due. If there 
were any widespread effect in this direction it 
would be enough to condemn the whole system, but 
the fact is that the enormous majority of insured 
patients enter into relations with the physician of 
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their choice in exactly the right spirit. An un- 
friendly attitude is not common and can be readily 
dealt with by any wise practitioner. 

Other supposed drawbacks or dangers are either 
trivial or not peculiar to insurance practice. 

In conclusion, if, as the result of the British 
experience, one were to offer any advice to mem- 
bers of the profession or other persons interested 
in public health elsewhere, one would feel inclined 
to say with a good deal of emphasis that, whatever 
variation there might be in many details of any 
proposed insurance health service, certain condi- 
tions should be regarded as essential for smooth 
working and success. 

First, the three unusual features of the English 
scheme that have been mentioned should be regard- 
ed as absolutely fundamental—the right of all doc- 
tors to be members of the service; the absence of 
interference between doctor and patient as such 
when this relationship has been brought about, and 
the close and appropriate association of the pro- 
fession itself with the administration. 

Second, the scheme for provision of medical ben- 
efit, that is, medical advice and treatment, should 
be separated as completely as possible, both finan- 
cially and administratively, from any insurance 
provision for cash payments of any kind. 

Third, the scheme should, from the beginning, 
make provision for a full medical service—not 
merely for general practitioner attention but also 
for consultant, specialist and other ancillary serv- 
ices, and, where circumstances allow, for institu- 
tional treatment also. Because of historic reasons 
that govern the provision and maintenance of in- 
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stitutional care of the sick in Great Britain, it is 
impossible to incorporate hospital provision as an 
integral part of an insurance scheme. It is prac- 
ticable, however, to secure such provision in direct 
and intimate association therewith. 

Fourth, the scheme should be administered as 
simply as possible in topographic areas, and not 
through a multiplicity of approved societies. In 
Great Britain, owing to the vested interests that 
have already been established, it is recognized that 
approved societies may require to be represented 
on the local committees that administer the scheme. 

Most of the difficulties and complications that 
have arisen from time to time under the existing 
English scheme have been due to the fact that these 
last three conditions have not been fulfilled. The 
British Medical Association in the spring of 1930 
issued “Proposals for a General Medical Service 
for the Nation,” incorporating these general prin- 
ciples and urging the extension of the sickness in- 
surance law to cover not only the insured em- 
ployees themselves but also the members of their 
families; to provide the services of specialists as 
well as of general practitioners, and to arrange 
for hospital care. These measures were designed 
to increase the provision made by the present law 
for attending to the health of the people by secur- 
ing full medical attention for them. Financial 
stringency has prevented any attempt to establish 
such provision during the past three years, but the 
scheme has been favorably received, and it is under 
discussion by groups interested in public health.! 





1Published by special arrangements with and through the courtesy 
of the New England Journal of Medicine. 





Colorado Association Adopts 
Code of Ethics 


A code of ethics recently adopted by the Colorado Hospital 
Association contains the following provisions: 

“Because hospitals perform such a necessary and sacred 
service they have been held in the highest esteem by the 
general public. In dealing with each other they must re- 
member the high regard in which the public upholds them 
and must be extremely careful never to betray this trust. 
Since the relief of humanity is the hospitals’ objective, no 
hospital should hesitate to aid another in accomplishing 
this high purpose, nor should any hospital willfully attempt 
to lower the standing of another hospital or its staff in the 
mind of the public, but rather each hospital should tender 
every possible aid to a sister institution when the need 
arises. No hospital should attempt to influence any member 
of the staff of another hospital to leave that hospital. 

“Every hospital should hold that it is unprofessional and 
unethical to solicit patronage for an institution through the 
medium of paid advertising in the press or in publicly dis- 
tributed pamphlets, placards or handbills. No hospital 
should print, publish or circulate or cause to be printed, 





published or circulated any advertisement, statement or 
notice which states or implies comparative costs, charges or 
quality of service obtainable. 

“All hospitals shall exercise the greatest diligence in pro- 
tecting their patients against unfavorable or undesirable 
publicity. Patients’ records shall be held confidential. 

“No hospital shall receive pay for any medical or surgical 
services rendered by a member of the medical profession 
unless such charges are comparable to those of other insti- 
tutions, and in general accepted by the medical profession. 

“Any hospital whose executive head is a member of this 
association if aggrieved at any action of another hospital, 
the management of which holds membership in this associa- 
tion, may appear in person and must submit its grievance 
in writing to the board of trustees, who shall investigate 
and take such action in the matter as they, by majority 
vote, may decide. 

“All matters of public policy and all publicity programs 
such as health lectures, clinics, etc. not covered by these 
rules shall be governed by the Code of Ethics of the Ameri- 
can Hospital Association and the American Medical Asso- 
ciation. The Board of Trustees of the Colorado Hospital 
Association shall constitute a Board of Censors to rule on 
all controversies under this code.” 
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General hospital unit for entire institution. 


Connecticut’s New Mental Hospital 
Strives tor Home Touch 


on Mile Hill Road in the town of Newtown, 

Conn. It is built on a knoll, which permits 
a pleasant prospect from the patients’ rooms and 
gives good natural drainage. 

The site was selected by trustees on the basis of 
general suitability for a hospital of this type. 
Eight hundred acres give a large open ground 
area, proper orientation, an abundance of sunlight 
and agreeable views. The patients’ rooms are 
placed so as to take full advantage of these site 
features. 

No architectural problem is more interesting, 
yet more exacting, than the design of a hospital. 
Keonomy in construction, in operation and in men- 
tal and physical effort, and the conservation of 
‘abor and facilitation of supervision are essential. 

The development of the Fairfield State Hospital, 
‘he third state institution for mental diseases in 
Connecticut, is interesting. As far back as 1922, 
Or. Roy L. Leak, superintendent of the Connecticut 
state Hospital at Middletown, inaugurated a move- 
nent for the erection of a third hospital for mental 


ike new Fairfield State Hospital is located 





By WALTER P. CRABTREE 


Architect, Hartford, Conn., and 


ROY L. LEAK, M.D. 


Consultant, Middletown, Conn. 


When completed, the third of Con- 
necticut’s mental hospitals will 
consist of seventy buildings, costing 
with equipment some eight and one- 
half millions. Eight hundred acres of 
New England hillsides will assure 
patients spacious and restful vistas, 
while each room and building are be- 
ing constructed with sun, light, avr 
and a homelike atmosphere im mind 
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patients. In 1928, Walter P. Crabtree of Hartford 
was engaged as architect, with Doctor Leak as 
consultant, to sketch plans that could be submitted 
to the legislature the following year, along with an 
estimate of the cost of the completed institution. 

These sketches called for the erection of approxi- 
mately seventy buildings, accommodating 2,500 pa- 
tients and 600 employees, to cost in the neighbor- 
hood of $7,500,000, with an additional million for 
equipment. 

The group plan of the buildings was settled upon 
as being best adapted for a hospital for mental 
diseases. The surroundings must be homelike 
with as little of the institutional appearance as 
possible; the interiors must be restful, and there 
must be nothing to excite the patient. 

As a result of these activities, state authorities 
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This plot plan shows only that portion of the institution 
already constructed. 


decided to build the institution in units and to 
appropriate at each biennial session a sufficient 
amount to cover such work as could be undertaken 
and completed during a two-year period. 

The first appropriation of $1,750,000 was made 
in 1929. With this land was purchased and sur- 
veys and a plan of the completed institution, espe- 
cially of the first group consisting of service build- 
ings, were drawn up. 

As it had been decided to admit or transfer no 
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patients until the buildings were erected and suit- 
ably equipped to give proper care and attention, 
the first group did not provide wards for patients. 
It consisted of eleven buildings, namely, the power 
house, the fire station and garage, shops, laundry, 
administration building, dining hall and kitchen 
unit, storehouse, employees’ home, and a cottage 
for the chief engineer. 

A tract of land in the town of Newtown was pur- 
chased, and to facilitate the shipment of building 
materials, a railroad spur and service road were 
constructed. 

In 1931, an appropriation of $2,500,000 was 
granted for the second unit, which consisted of a 
reception hospital for acute mental cases, having 
a capacity of 200 beds, a general hospital with a 
capacity of 400 beds, a home for nurses, two homes 
for other employees, five duplex homes for medical 
officers, and a staff dining hall. 

Other work included in the second unit was the 
installation of a water system, consisting of deep 
driven wells, pumping station, well houses and res- 
ervoir, eventually to contain one million gallons, 
only half of which was constructed at this time; 
and of a sewage disposal plant, consisting of Imhoff 
tanks and sludge beds, and all sewage and service 
lines. Roads, too, were to be constructed in accord- 
ance with the general plans. 


Much Preliminary Study Required 


In designing an institution of this kind, the first 
consideration is a plot plan, locating the various 
buildings to fit the site and determining the loca- 
tion of each building to secure the best orientation. 
Careful preliminary study was given to the insti- 
tution as a whole, so that when it is completed not 
only will it be well balanced to operate efficiently, 
but also it will be possible to use individual build- 
ings to the best possible advantage as soon as they 
are finished. 

This preliminary study also included the devel- 
opment of roads and grading. As the site is quite 
hilly, a great deal of landscaping work was re- 
quired in order to determine in advance the exact 
location and grade of all the buildings. The plot 
plan, which shows the first and second units only, 
gives a good idea of the enormous amount of work 
completed in these two units. 

Ward buildings will be arranged around a large 
oval and, as the center of activity will be in the two 
hospital buildings and dining room unit, these were 
arranged on the short axis of the oval. Around the 
oval on the outside will be a road for the public, 
and inside will be a service road, thereby leaving 
two large inner oval spaces which can be used for 
recreation purposes. 

Buildings for employees are arranged on the 
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1-CLINICAL DIRECTOR 26- TOILET 
2-SOCIAL SERVICE 27- UTILITY 
3- LOBBY 2B: NURSES’ LAVATORY 


4-CLERICAL STATT DINING ROOMS, MALL ¢ TLMALE 


DIRECTORESS OF NURSES 30 DENTAL WAITING ROOM 
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6- SUPLRVISOR 31- OPLRATING ROOMS, DENTAL 

7- STAFF ROOM 32- LABORATORY 

8- HALL 33- SPECIAL EXAM. ROOM 

4 -VESTIBULE 34- CLINICAL 

10- LIBRARY 35- CONTINUOUS BATHS, MALL ¢ FLMALE 
11-CORRIDOR 

12- DORMITORIES 

13-SINCLE ROOMS 

14- PASSACLS 


15-DIET KITCHEN 
le~NURSES UTILITY 
17-CLOTHES ROOM 
18-DRESS ROOM 

19-BATH 

20-DAY ROOM 

21- PORCH, GLASS ENCLOSED 
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23-DOCTORS EXAM ROOM 
24-LINEN 

25 WASH ROOM 


In the reception hospital each ward is subdivided into two dormitories and one day room, with suitable proportion of single 


rooms. 
and treatment rooms. 


outside of the oval. Extending north from nearly 
the central portion is a road along which are lo- 
cated the service plants, as shown on the plot plan. 
South of the central part of the oval is the admin- 
istration building and, directly opposite, the 
nurses’ home. These are planned so as to form a 
large plaza between the two buildings, with a road 
on either side and with provision for ample park- 
ing space for cars. 

Entrance to the property is gained by one road, 
which quickly subdivides into two—one a service 
road leading to the storehouse, and the other lead- 
ing to the administration building. 

The rolling nature of the property, which slopes 
toward the north, may be realized when it is known 
that the elevation at the floor level of the power 
house is 334 feet, at the reception hospital 429 feet, 
at the dining hall 439 feet, and at the general hos- 
pital 449 feet. The reservoir is located farther 
southeast on the highest point of the property and 
has an elevation of 533 feet. This contour of the 
property made it possible to service the buildings 
by a gravity system of water supply and to secure 
the steam returns by gravity to the power house. 

Buildings are designed in a colonial style of 
architecture, typical of New England, simple and 
dignified but not too formal. Each building has 
been studied individually so as to avoid a monoto- 





The service facilities and plumbing are centralized. The central portion includes the necessary offices with clinical 
This building is to serve primarily as an acute psychiatric unit. 


nous appearance. The nurses’ home, for instance, 
while being similar to the administration building, 
has been kept a bit more informal in architectural 
style, corresponding to the more domestic nature 
of the house. 

One of the most interesting buildings from the 
standpoint of design is the staff dining hall. This, 
while colonial in spirit, is quite different from the 
others—with five large circular-headed windows 
on each side, each with a small low iron balcony 
in its central portion. The building has small flat- 
roofed wings, with shuttered windows, on either 
side. 

All the buildings, with the exception of the staff 
houses, are of fireproof construction. Reenforced 
concrete pantyped floors and slate roofs have been 
used. The attic spaces in the various buildings 
have been shut off and access is gained only by a 
scuttle in the ceiling of the floor below. Roofs of 
the buildings are built of joists, supported on steel 
purlins and lalley columns. Staff houses are of 
joists construction, with brick walls and slate 
roofs. 

Acoustical material was used quite generally, as, 
for instance, in the first floor of the administration 
building and the corridors of the second floor, in 
all corridors and meeting rooms in the various 
employees’ homes, and throughout the wards, sin- 
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gle rooms and corridors of the two hospital build- 
ings. 

Special study was given to the color scheme, so 
that the effect would be harmonious when seen as 
a whole. Terrazzo bases were used throughout, 
and in the dining rooms and kitchen units terrazzo 
floors. For interior finishing, the wood was mostly 
straight grained oak, although the trustees’ room, 
the superintendent’s suite in the administration 
building, and the entrance lobby of the reception 
hospital were finished in American walnut with 
grain-matched crotch walnut for the panels. 


All Buildings Are Connected by Tunnels 


Underground tunnels have been constructed, en- 
abling the patients to pass from one building to 
another and to the main dining hall without going 
out into the open. The tunnels throughout the 
short axis of the oval are so arranged that one-way 
traffic is possible to and from the dining hall. Tun- 
nels also contain all the service lines, with the 
exception of cold water and sewage. All hot and 
cold water lines are of brass and the plumbing fix- 
tures are of the latest type. Heat and hot water 
are supplied from a central heating plant. 

In developing the water supply, eight wells were 
driven in the lowlands, and from these water was 
pumped to the surface. A seven-day test of these 
wells showed that a supply of one thousand gallons 
per minute could be obtained. 

Refrigeration plants are provided in the power 
house to take care of the provisions that may be 
stored in the storehouse, and a second smaller plant 
is in the central kitchen building. The latter is 
constructed and the necessary lines laid to provide 
circulating cold drinking water in the two hospital 
buildings and in the administration building. 

The institution will develop its own electrical 
power from generators in the power house. 

All buildings are equipped with electric clocks, 








The new nurses’ home is an attractive, well arranged structure. 
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the master clock being in the lobby of the admin- 
istration building; it resets all secondary clocks 
each hour. 

The general plan in mind, so far as the mechan- 
ical side was concerned, was to have all service 
lines centralized, thus enabling the engineer in his 
office at the power plant to have direct control. In 
the design of the ward buildings for patients, con- 
siderable attention was given to the matters of 
ventilation, light and space. 

Differing from most institutions of this type, the 
administration building contains only the offices 
of the superintendent and his assistant, the busi- 
ness department, general post office, central tele- 
phone control, and record rooms for the heading up 
of all records. No offices were provided in this 
building for the superintendent of nurses or psy- 
chiatric social workers, these being provided in the 
two hospital buildings, where they will be more 
directly in contact with the department in which 
most of their work is carried on. 

As shown in the floor plans, the central portions 
of the two hospital buildings, which are three sto- 
ries in height, are taken up entirely with offices 
and clinical rooms. Extending each way are the 
wards, arranged in the shape of a “Y.” 

The wards are of two-story construction. One 
first enters a small observation dormitory and then 
a central portion and foyer, in which are arranged 
all the necessary service facilities. Extending from 
this to the right is the day room and to the left the 
dormitory. Ample provision is made for single 
rooms, and on the end of the day room section is a 
large solarium. By this type of construction it was 
possible to avoid duplication of plumbing and to 
centralize the service accommodations where the 
three branches of the ““Y”’ meet. 

Throughout the wards, ceilings of soundproof 
materials were installed, with the flushed type of 
lighting, and on the floors of the wards a rubber 
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The dining hall and kitchen unit provides two dining rooms for patients and one for employees, each with cafeteria 
service. There is a kitchen in the central portion and a bakery in one wing. 


tile was used, with an asphalt tile in the single 
rooms. The foyer of the central portion of the “Y”’ 
is designed not only as a day room, but can be used 
for visiting purposes; the patients will thus be 
under the direct supervision of the nurse. 

Dormitories are subdivided into cubicles by 
metal and glass partitions, thereby increasing the 
degree of privacy and still giving the night nurse 
sufficient opportunity for observing the patients. 
Night lighting is provided for by installations of 
the flush wall type, just above the floor level. 

The general hospital, so far as the wards are 
concerned, is of the same general layout, except 





























that the day rooms and dormitories are extended 
to provide added capacity. In the central portion 
of the general hospital on the first floor are an office 
for the physician in charge, a staff room, offices 
for the instructors of nurses and supervisors, a 
dental office and an examining room for eye, ear, 
nose and throat work. 

On the second floor, in the front, are a number 
of single rooms set aside for sick employees, and in 
the rear is a large special diet kitchen, with a din- 
ing room on either side to care for such patients 
as are too ill or feeble to go into the large central 
dining room. On the third floor are arranged the 
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physiotherapy, electrotherapy and the x-ray de- 
partments on one side; on the other side is a com- 
plete surgical unit. 

The central dining hall and kitchen unit, placed 
in the center of the oval, is arranged in an “H” 
shape, and also contains the bakery. Separate din- 
ing rooms are provided for the men and women 
patients and for employees, all of which are ar- 
ranged for cafeteria service. The kitchen proper 
is one large floor, where everything can be under 
constant observation. Extending from it is a small 
section that contains refrigeration rooms for the 
keeping of supplies and a room for the cleaning of 
vegetables. Soundproofing materials have been 
used in the ceilings of the kitchen and dining 
rooms, but not in the bakery. Floors are of ter- 
razzo and side walls of glazed tile. 

Throughout the whole construction, particularly 
of dining room and wards, consideration was given 
to the fact that the patients should not be crowded 
and that they should receive the maximum amount 
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of sunlight and air. The whole atmosphere is de- 
signed to be as homelike as possible, to render the 
hospital life of the patients pleasant and agreeable, 
and to obviate the feeling that a mental hospital is 
a place of darkness and gloom. The entire project, 
when completed, is expected to result in one of the 
finest institutions of its kind in the country. 

The plan of each building was carefully studied 
in sketch form to ensure the best arrangement and 
most economical layout; this, together with the 
drop in the cost of building materials, resulted in 
the erection of these buildings at a low cost. 

The administration building, the most costly one 
of the group, was built at 56 cents per cubic foot, 
the reception hospital at 37 cents per cubic foot, 
and the dining hall and kitchen unit at 23 cents per 
cubic foot. The general hospital, the largest build- 
ing of the group, cost 34 cents per cubic foot. These 
costs are for the buildings, complete, including 
the lighting fixtures, elevators, decorating, and 
the fees of the architect and various engineers. 


How Three Experts Evaluate the Fairfield Plans 


R. WILLIAM A. WHITE, superintendent, St. 

Elizabeth’s Hospital, Washington, D. C., com- 

ments as follows on the Fairfield State Hospital 
plans: 

In the first place, the total plan contemplates an 
institution for 2,500 patients and 600 employees. I 
believe that we are moving in the direction of 
larger and larger institutions. While 2,500 beds 
is a good sized institution, it may easily be neces- 
sary to enlarge it in succeeding years, and I think 
this should be considered in the original layout. 

I feel that in the comparatively near future hos- 
pitals such as this will have to offer employment 
on the three-shift system, that is, eight hours 
instead of twelve. Under these circumstances it is 
vastly superior to have employees live at home. 
This being so, the provision for 600 employees is 
unnecessary. At St. Elizabeth’s Hospital we have 
the three-shift system. The hospital has approxi- 
mately 5,000 patients, and we find that only about 
100 employees need to live on the grounds. 

Of course if a hospital maintains a training 
school and takes in affiliates and graduates from 
other institutions it is customary to house the 
students and the nurses who are taking the educa- 
tional courses and to arrange for their meals, but 
even so the 600 beds for employees could be reduced 
to 200 or even less. The nurses’ home will provide 
for the nurses in training and the affiliates. 

I am glad to see a general hospital building as 
part of the original design. This is a practice that 





I think will become increasingly popular and prac- 
tically necessary in institutions of this character. 

The attic spaces of the various buildings have 
been shut off, with access gained only by a scuttle 
in the ceiling of the floor below. I see no special 
advantage in this arrangement which I assume is 
part of a probable fire protective scheme as I gather 
from the article that the supporting beams of the 
roof are wooden. We have found it an excellent 
practice to separate the attic and the rest of the 
building by a cement slab about two inches thick. 
Then the roof could burn off all over the building 
and no patient would be injured. With such a pro- 
tective device, the attics can be safely used for 
storage purposes. 

The interior finish is largely of wood. The ob- 
jection to this is of course that there is fire risk 
involved and in addition there is maintenance cost. 
If windows, door frames and all other finishes are 
of steel, the upkeep of the building will be much 
less and the general appearance will probably be 
better, because wood that is not adequately cared 
for soon looks shabby. 

All the service lines apparently are concentrated 
in the tunnels. This includes steam lines and elec- 
trical conduits. We feel that it is desirable to 
separate the steam lines from the electrical lines 
and where possible we have run electrical lines 
in conduits embedded in the cement walls of the 
tunnel. A break in the steam line, giving the steam 
access to the electrical mains, might produce 





& 


“yo Tos 2 ua agpeeS 





Bs 1S Cea ia 


: 


Dien POO RPG Aa 


May, 1934 


serious disruption of the electrical service over a 
considerable portion of the institution. 

The plans show that an effort has been made to 
provide offices in the buildings where the major por- 
tion of the work is done so that the superintendent 
of nurses and the psychiatric social workers, par- 
ticularly, will be more directly in contact with the 
department where most of their work is carried 
on. This is all right except that as the institution 
grows and other units are added this scheme will 
have to be abandoned in favor of centralizing such 
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for each ward, it would make possible a much bet- 
ter classification of patients to the advantage of all 
concerned. 

Several other features invite comment. The 
staff houses do not appear to be fireproof. I wonder 
why. No provision seems to have been made for 
high pressure lines for fire protection or for spe- 
cial fire pumps. Porch space seems inadequate. 
Floor lights are nice in some dormitories but where 
close observation has to be kept on troublesome 
patients a blue light of low candle power placed in 


offices or else the per- 
sonnel will have to be 
duplicated with each 
group of buildings—a 
matter that might 
well be borne in mind 
in the original plan. 

The wisdom of sub- 
dividing the dormito- 
ries by glass cubicles 
is somewhat question- 
able as troublesome 
patients may break 
the glass. Metal cubi- 
cles answer all the 
purposes and give the 
patient a greater feel- 
ing of privacy. The 
object of using glass 
may have been to en- 
able the nurse to see 
all the patients. The 
arrangement of the 
dormitory—divided 
into cubicles of six 
beds, each with a row 
of single rooms on the 
opposite side—is not 
calculated to make it 
possible for the nurse 
to stand in any one 
position and see all of 
the patients if other 
than transparent par- 
titions are used. This 
I think is an unfortu- 
nate dormitory ar- 
rangement. 

While the kitchen 
appears to be excel- 
lently arranged, the 
dining rooms are alto- 
gether too large. If 
the dining room space 
were split up to af- 
ford separate sections 





The Authors’ Reply 


Apparently Doctor White is thinking in terms of a large, 
thickly settled community where land cost is high. This 
does not apply to the community in question. 

We do not agree that the centralizing of offices is a good 
policy although it has been a common practice. We believe 
it is much more profitable for the physician and other 
officers to be in the building where their work is done rather 
than to spend a goodly portion of their time in some other 
building where their services are not required. 

Electric lines are in separate conduits, those for low ten- 
sion lines being installed in side walls of tunnels and those 
for high power lines on top of the tunnels and easily acces- 
sible. 

We do not believe that glass cubicles are any more dan- 
gerous than glass windows, unless one resorts to the old 
practice of having inside window guards. Porch space, in 
relation to the capacity of the wards, is ample. 

Staff houses were not fireproofed because the element of 
fire risk is low in these buildings. Ample fire protection and 
facilities for garbage disposal have been provided. The attic 
spaces were purposely planned with reenforced concrete 
floors. They are not to be used for storage space as this is 
amply provided for in other portions of the buildings. 

In regard to Doctor Jackson’s criticism, the size of the 
institution is not fixed at 2,500 and additions can be made 
without spoiling the general architectural effect. This pos- 
sibility we had in mind in the general planning. The figure 
2,500 was set as meeting the present community needs. 

There have been 500 patients at the institution since the 
spring of 1933, and although the medical equipment is small, 
due to lack of appropriations, the general layout has worked 
satisfactorily and has proved easy to administer. 

Separate toilet rooms and wash rooms were built largely 
for esthetic reasons and the additional cost was trifling. 

Mr. Hunt’s comments are quite fair. The institution has 
now been open for approximately a year with a census of 
500 patients, and we have experienced no difficulty in de- 
livery of food or in food service. By having a central store- 
room we have been able to keep an accurate check on all 
supplies issued to the various departments. 

The general idea of the plan was not to put a lot of build- 
ings in a congested area, but to place them so that patients 
would have a maximum amount of freedom in surroundings 
as nearly homelike as possible. 

A staircase in the kitchen region was considered unneces- 
sary as all supplies are provided for on the first floor. An 
elevator from the kitchen is provided for food trucks. 

In the two hospital buildings are all the clinical and treat- 
ment facilities necessary for the care of mental patients. 


the ceiling is both 
effective and helpful. 

While the general 
architecture of the 
building seems to be 
appropriate to a New 
England setting, the 
roof lines of large 
buildings give a se- 
vere and plain ap- 
pearance. This could 
be greatly relieved by 
breaking up these 
masses without add- 
ing materially to the 
general expense of 
construction. 

Provision is made 
for garbage. It is 
highly desirable to re- 
frigerate garbage and 
this can be done eas- 
ily if on the original 
plan the garbage 
room is properly lo- 
cated in relation to 
the refrigeration 
plant. 

Dr. J. Allen Jack- 
son, superintendent, 
Danville State Hospi- 
tal, Danville, Pa., 
makes the following 
constructive sug ges- 
tions: 

Connecticut is to be 
congratulated on the 
new Fairfield State 
Hospital. The archi- 
tectural layout shows 
considerable thought 
and comprehensive 
planning, and there 
are many good fea- 
tures in the set-up 
that could be studied 
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with a great deal of profit. A few points lend 
themselves to discussion. 

I wonder whether the size of the hospital—2,500 
beds—was arbitrarily fixed, or whether it was 
based on the community needs of a definite district, 
admission rates, fluctuation of population and 
other factors. 

It would be interesting to know the capacity of 
each group unit. The reception hospital has 200 
beds; the general hospital, 400 beds. What will 
be the grouping of the 1,900 remaining patients as 
to classification ? 


Could Not Employable Patients Be Used? 


There is a healthful trend in grouping into one 
unit the diagnostic building, the reception hospital 
and the general hospital, with the diagnostic build- 
ing in the center of the group. This arrangement 
provides free access to the diagnostic clinic from 
both the general hospital and the reception hospi- 
tal. It appears that adequate provisions were made 
for case studies in the general hospital, but such 
arrangements for the reception hospital are not 
quite so clearly indicated. 

It is noted that no patients are to be transferred 
to this hospital until it is completed. This raises 
certain economic questions. For example, there 
is a tremendous amount of grading and road build- 
ing to be done. Could not employable patients be 
housed at the earliest possible moment and their 
services used to reduce the construction cost? 

It is rather difficult to speak intelligently on the 
comprehensive layout of the buildings for the com- 
pleted unit. I question, however, the location of 
the nurses’ home and other residential buildings 
so close to the administration building. 

It is agreed that buildings should harmonize 
with regional architecture. The Y-shaped type 
shown in the drawing suggests two questions. (1) 
Bathrooms are separated from the toilet section, 
which necessarily increases the cost of plumbing 
lines. (2) I question the arrangement of the day 
room and single rooms (20 and 3). If the single 
rooms had been equally distributed on each side of 
the hallway and the remaining space had been 
given up to the sitting room, a natural cross venti- 
lation would have resulted, as well as a 100 per cent 
increase in the light of this particular day room. 


An Architect’s Viewpoint 


Myron Hunt, architect, Los Angeles, Calif., 
writes: 

I have had the good fortune to be able to read in 
advance the thoughtful comments of Dr. William 
A. White and Dr. J. Allen Jackson published here. 

While the drawings and photographs are natu- 
rally not complete enough to provide opportunity 
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for a complete survey, Mr. Crabtree’s description 
of the site gives some idea of the contours and the 
reason for the particular block plan. 

It seems evident that the existing grade which 
made it possible to bring a spur track only to Site 
37 must have been the compelling reason for 
locating there the general stores, including, as I 
understand it, wholesale food supplies. 

If there is a grade of something like 100 feet 
from Building 37 to Building 3 so that foods must 
be transported by tunnel, here is a problem. Loca- 
tion of the general food storage so far from the 
kitchen, despite the existence of storage capacity 
below the kitchen, seems unfortunate. 

The nurses’ home is in such intimate contact 
with patients that there may not be opportunity 
for the relaxation these hard worked employees 
need. 

Doctor White’s suggestion that the time is com- 
ing when housing of employees on the property 
may not be advisable is a timely one. 

Physical separation of the general administra- 
tion from what may be called “hospital administra- 
tion” has evidently been done with thoughtful 
deliberation. I have built a number of institutions 
where this general policy was assumed, with the 
result that more recent plans have represented a 
greater concentration of administrative features. 

The drawings indicate that cafeteria and dish- 
washing apparatus are well placed with respect to 
dining rooms. It is impossible, however, to evalu- 
ate intelligently the kitchen. The means of bringing 
in food and getting out garbage with the necessary 
flexibility and directness are not indicated. One 
wonders what first floor and basement arrange- 
ment would make unnecessary the service stairway 
in the kitchen region. 


Simplicity of Design Commended 


The various questions brought up by Doctor 
White make interesting reading. It is assumed 
from the architect’s description that at least the 
ceilings of the upper floors of patients’ buildings 
are fireproof. I do not agree with Doctor Jackson 
that there is anything to be gained by unnecessary 
breaking up of roof lines beyond those existing. 

It is a pleasure to find an architect who attempts 
to carry on the tradition of the architecture of the 
district. The conservative simplicity of the build- 
ings is commendable. If this style, which is geo- 
graphically appropriate, is assumed at the start it 
is only natural that the problem has resolved itself 
into a group of disassociated buildings that can be 
added to from time to time. Centralization of work, 
maintenance cost and minimum expense of opera- 
tion must of course be discounted in advance when 
this basic assumption is made. 
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How Fftective Are Hospital Lien Laws? 


Nane states have been successful in 
enacting lien laws enabling hospitals 
to collect payment for services rendered 


in accident cases. Efforts to secure 


passage of such legislation m other 

states have met with considerable 

opposition on the part of lawyers and 
Insurance compames 


By FRANK J. WALTER 


Superintendent, St. Luke’s Hospital, Denver 


HOSPITAL lien Jaw gives an institution the 
Avie to interpose its claim for payment of 
an account rendered for service to an injured 
person, the amount of the claim to be paid from 
any sum due that injured person in settlement of 
his claims against an insurance company or an 
individual responsible for the accident. 

Such laws have become necessary because of the 
increasing use of the automobile, with subsequent 
accidents and injuries. This need has become more 
acute as the volume of tourist travel by motor car 
has increased and has resulted in accidents involv- 
ing individuals from remote parts of the states in 
which the accidents occur or from other states. 
The tourist who beéomes involved in a highway 
accident usually does not have funds over and above 
those required to cover the expenses of his trip, 
and if an accident occurs he is unable to meet the 
additional expenses. 

Unfortunately hospitals have maintained only 
meager records as to what percentage of their total 
admissions such cases constitute. Moreover, they 
have not kept records of losses involved in caring 
for accident victims. Figures from a paper by 
Emil Frankel at the meeting of the American Hos- 
pital Association at Atlantic City in June, 1929, 
show that the problem is highly important: 

“The records of ten general hospitals selected at 





random show that 4.3 per cent of all the in-patients 
treated during the year were highway accident 
cases, and 5.4 per cent of the total patient days 
served went to the care of the victims of highway 
accidents,” Mr. Frankel stated. “In one hospital 
8.1 per cent of all patients were highway accident 
cases, and in two others the percentages of high- 
way accident patients were 16.5 and 16.6 of the 
total number, respectively. The hospital bills ren- 
dered to accident patients in the hospitals that 
came under this survey totaled $106,000, of which 
the hospitals were able to collect only $59,000, or 
56 per cent. The majority of the hospitals, it is 
recorded, did not expect to recover even a small 
portion of the remaining 44 per cent. On the basis 
of available figures, we may safely assume that the 
total cost of hospital care for highway accident 
cases in New Jersey was somewhere between 
$600,000 and $650,000 last year, and that the 
financial loss to the hospitals was between $250,000 
and $300,000. It is further estimated that the cost 
of hospital care for highway accident cases in the 
whole of the United States amounted to between 
fifteen and sixteen million dollars, and that the 
financial losses to hospitals were between six and 
seven million dollars.” 


Transfer of Patients Raises Problems 


Statistics compiled by the National Safety Coun- 
cil show that accident cases are increasing in rural 
districts and decreasing in urban centers. This 
fact magnifies the problem so far as private hospi- 
tals are concerned. In rural communities there are 
few public institutions equipped to care for acci- 
dent victims, whereas large municipal hospitals 
are especially equipped to care for emergency cases. 
Injured persons are taken to these hospitals and 
removed later to private hospitals only if the pa- 
tients are themselves able to carry the financial 
burden of hospitalization. 

It is the problem of all hospitals to which acci- 
dent victims are taken to secure reimbursement 
for the care of patients who are financially unable 
to pay for hospitalization. When an injured pa- 
tient is taken to a hospital, that hospital is bound 
under any circumstances to give first aid treatment. 
It must then be decided whether the patient—if 
he cannot pay for private hospital care—shall be 
allowed to remain there or be transferred to a 
public institution. 
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The latter procedure involves many difficulties. 
First, the patient may not be physically able to be 
moved for a considerable period of time. Second, 
there is danger of an unjustified suit being intro- 
duced against the hospital by an irate patient or 
his relatives because of resentment over the pa- 
tient’s being moved from a private to a public 
institution. Third, it is difficult for a private hospi- 
tal to transfer to a public institution a patient who 
does not reside in the state or county in which the 
public institution is situated. Fourth, accidents 
often occur in localities where there are no public 
hospitals, and the private hospital has no alterna- 
tive but to keep the patient, who must be cared 
for until he can travel or until he is no longer in 
need of hospitalization. 


Few States Have Hospital Lien Laws 


Because of this situation, many state hospital 
associations have attempted to have hospital lien 
legislation enacted. These efforts have met with 
considerable opposition in state legislatures on the 
part of insurance companies and lawyers. 

Insurance companies claim that such laws would 
delay settlements and would make them more in- 
volved. Lawyers object on the basis of the effect 
a lien law would have on their fees. Lawyers usu- 
ally charge professional fees of 40 or 50 per cent 
for their services in damage suits. If hospital 
charges were deducted before final settlement with 
the patient, the lawyer’s commission would be con- 
siderably less if based on a percentage of what 
remained for the patient. Or, if the hospital charges 
were paid from the patient’s share in the settle- 
ment, the patient would receive less than his lawyer 
and the lawyer would then havea dissatisfied client. 
Because of serious opposition to such legislation, 
only a few states have been able to pass lien laws 
for hospitals. Connecticut passed a lien law in 
1926, New Jersey enacted one in 1930, and Ar- 
kansas, Minnesota, Indiana, Virginia, West Vir- 
ginia, Texas and Nebraska have recently enacted 
such laws. 

The New Jersey and Arkansas laws are consid- 
ered model ones. The Arkansas act has a greater 
scope than has the New Jersey law, as it allows 
doctors and nurses as well as hospitals to file liens 
against any settlement that might be made follow- 
ing an injury. 

Briefly, the hospital lien laws of these states 
function as follows: When a hospital receives a 
patient who has been injured in an accident and 
the patient is unable to pay for hospital services 
rendered, the hospital files with the properly desig- 
nated legal agency notice of its claim for the 
amount of the hospital account. This prevents any 


settlement for liability until the hospital account— 
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also the nurse’s and the doctor’s accounts in Ar- 
kansas—has been paid in full. This lien makes the 
insurance company or the individual who is re- 
sponsible for the damages personally liable for the 
amount of the hospital charges to their full extent 
in case these do not exceed the amount received 
by the patient in the settlement. In case the insur- 
ance company or individual disregards this claim, 
that company or individual is personally held to 
be liable. This enables hospitals to collect when- 
ever a settlement is made. 

It frequently happens that after an individual 
has received a settlement he resents paying out of 
this sum anything for services rendered by the 
hospital, the doctor and the nurse. He feels that 
he should retain for his own use the entire sum 
received for the injuries suffered through no fault 
of his own. The lien law protects the hospital 
against such losses, since the patient—if a lien has 
been filed—can collect funds in settlement only 
after obtaining a release upon these funds from 
the hospital. 

While the hospital lien law is a step toward the 
collection of accounts for hospital services rendered 
to accident cases, it is not wholly adequate as it 
does not cover all types of cases. First, the accident 
victim may have been injured by a person who 
assumes liability but who has neither insurance 
nor means of paying the cost of caring for the 
injured. Second, the injured person may not be 
able to establish the fact that the person driving 
the car was responsible for the accident, and insur- 
ance may not be collectible. 


Best Means of Protecting Hospitals 


Le Roi A. Ayer, Camden, N. J., in a round table 
discussion at the American Hospital Association 
convention in September, 1932, stated that only 
25 per cent of the accident cases in a year in that 
state were covered by insurance. Hence, even 
though New Jersey has a model lien law, that law 
did not cover 75 per cent of the accident cases that 
were doubtless cared for in hospitals. 

A combination of the lien law and a compulsory 
insurance law requiring motorists to carry accident 
insurance seems to be the most satisfactory means 
of protecting hospitals. Because the motor car has 
shortened distances, such a compulsory insurance 
law ought to be national in scope, so that a resident 
of Colorado having responsibility for an accident 
in Wisconsin could be held liable for the damage 
incurred. 

Massachusetts has a compulsory insurance law 
and as a result Boston has paid twice as large a 
proportion of compensation claims for accidents 
as has any other city. However, without a lien law 
the situation in Boston cannot be held as ideal. 
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Hospitals in Massachusetts lose $75,000 a year on 
accounts in which settlement is made under the 
compulsory insurance law, according to Matthew 
Foley, editor of Hospital Management. Because of 
the absence of protection given by a lien law, hos- 
pitals do not receive any of the funds paid to 
patients in settlements. 

Hospitals in Minnesota have the protection of 
both a lien law and a compulsory insurance law. 
The hospital lien law has been in effect in that state 
for some time and a compulsory insurance law 
became effective January 1, 1934. 

While it is perhaps difficult at the present time 
to pass laws designed to aid the creditor class, the 
principle of compulsory insurance is fast being 
accepted. Already eighteen states have passed 
so-called financial responsibility laws. These laws, 
however, care only for the victims of accidents 
which an individual may have in the future. It is 
only when an accident has already occurred that 
the matter is brought to an issue and the person 
who is at fault must establish his ability, or bond 
himself, to pay for any future accidents up to a 
certain sum before he can further operate his car. 
Such a law does not protect the victim of the first 
accident. 

There is another situation in which the hospital 
would not be protected in an accident case. That 
is the accident in which the injured person is him- 
self responsible for the injury. When such a case 
is brought to the hospital, care cannot be delayed 
until liability for the accident is determined or 
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until it is learned whether or not the patient—if 
he is himself liable—is in a position to pay. 

In Ohio a law has been enacted which provides 
that the expense of hospital care for automobile 
accident victims, who are themselves unable to 
pay for such care, must be paid from public funds. 
The funds to be used for this purpose are to be 
taken from money received from automobile 
licenses. This law was established on the grounds 
that since the operation of automobiles on the high- 
way creates a public hazard, the expense of per- 
sonal injury sustained in automobile accidents 
should be borne by the funds obtained from auto- 
mobile licenses. The law, which differs from a lien 
law in the method of collecting accounts, is men- 
tioned here because of its similarity of purpose to 
that of a hospital lien law. 

An editorial in the September, 1933, issue of The 
MODERN HOSPITAL calls attention to the fact that 
under the provision of the Road Traffic Act of 
1930, English hospitals were able to collect only 
33 per cent of the amount due them for services 
rendered. It is interesting to note that services 
rendered in hospitals to motor accident victims in 
that year amounted to £230,000. Another bill has 
been introduced in Parliament to remedy the de- 
fects of the Road Traffic Act. This new law allows 
the victim of a motor accident to recover compen- 
sation without proof of negligence on the part of 
the driver or the injured party.' 


1Read at the annual convention of the American Hospital Association, 
Milwaukee, Wis., September, 1933. 





A Bit of Hospital History 


Twenty years ago this month: 


Professor Tuffier, the noted French surgeon, was quoted 
in the May, 1914, issue of The MODERN HOsPITAL as holding 
unique views regarding American hospital administrators. 
He said: “The hospital administrator in the United States 
is not a functionary. The superintendency is a position 
much sought after and, next to having had an ancestor on 
the Mayflower or being a director of Harvard University, it 
is the greatest source of pride. Such men become experts.” 

A new ward was opened in St. Vincent’s Hospital, New 
York City, as a memorial to Dr. W. F. N. O’Loughlin who 
lost his life in the sinking of the S. S. Titanic. 

The Louisville City Hospital, Louisville, Ky., abolished 
the term “intern” in favor of the term “resident physician.” 

The San Francisco County Medical Society opposed the 
eight-hour day for nurses. 

The Baptist Memorial Hospital at Memphis, Tenn., 
opened what was said to be one of the largest and most 
modern hospital laboratories in the South. 

A hospital investigating committee of the New York City 
Board of Estimate reported that patients in a dying con- 
dition were transferred from nongovernmental hospitals 


to Bellevue Hospital to reduce the death rate at the former 
institutions, and that a large proportion of hospital helpers 
at Bellevue were “rounders” and “periodic drunks.” 

Mary M. Riddle completed ten years’ service as superin- 
tendent of Newton Hospital, Newton, Mass., and was féted 
by her fellow citizens. 

Five counties in Texas were building county hospitals 
under a state law requiring the building of county hospitals 
in all counties containing a city with 10,000 or more popu- 
lation. Three of these were city-county institutions. 

The Children’s Hospital of Boston, after forty-five years 
in modest quarters, moved into splendid new buildings. 

There were less than 200 hospitals in the entire country 
that had over 200 beds each. 

The use of moving pictures in the Minnesota state insti- 
tutions was declared to have passed the experimental stage 
and to constitute “the most successful and easily obtained 
entertainment we have had.” 

Hospitals were urged by the engineer of the Chicago 
Bureau of Fire Prevention to organize and train fire bri- 
gades and exit drill corps. 

Officials of the néwly opened Elizabeth Steel Magee Hos- 
pital, Pittsburgh, were proud that they paid their medical 
director, Dr. C. E. Zeigler, enough so that he was inde- 
pendent of private practice. 
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What Others Are Dotng 


Hospital Employs Graduate 
Nurses at Saving of $7,023.30 


Tompkins County Memorial Hospi- 
tal, Ithaca, N. Y., employs only gradu- 
ate nurses, having discontinued its 
training school a year ago. This step 
was not taken, however, without first 
making a thorough study of the situa- 
tion in the course of which it was felt 
that the hospital could save approxi- 
mately $5,000 a year as a result of this 
change of policy. These preliminary 
estimates have proved to be surpris- 
ingly accurate. 

There were three reasons for discon- 
tinuing the school, according to Wil- 
liam E. Proffitt, superintendent. First, 
it would be an economical move; sec- 
ond, it would give employment to more 
graduate nurses; third, it would give 
better service to patients. 

“After we had employed graduate 
nurses only for seven months,” Mr. 
Proffitt explains, “we made a further 
study of the situation, taking into con- 
sideration the last six months of the 
seven. The first month was the transi- 
tory stage and did not reflect normal 
conditions. Our study revealed a sav- 
ing of $3,511.65. Simply multiplying 
by two, we found that we would make 
a saving of $7,023.30 for the year. 

“We have helped the graduate nurse 
at a time when special nurses are not 
being engaged in great numbers. Ex- 
pressions of confidence and apprecia- 
tion from patients prove that our con- 
tention that they would get better serv- 
vice was correct.” 


Whittling at Future Expense 


One successful hospital superintend- 
ent has set up a practical laboratory 
in room construction and layout, aimed 
to determine what is attractive and 
comfortable to the patient, and serv- 
iceable and economical to the hospital. 
One section of the institution was shut 
down temporarily and different condi- 
tions were set up as to flooring, walls, 
light and heat in order to study possi- 
bilities of various materials. 

Most important of these studies was 
that of flooring materials. Floors were 
of hard maple, laid on cinder fill. They 
creaked, were badly marred, slippery 
in some spots and rough in others. 
They are to be replaced eventually. 
Five rooms, identical in size, general 
characteristics and use, were refloored 
with five different types of flooring— 
hard maple on concrete at a cost of 


about 40 cents per square foot laid; 
cork tile at about 90 cents; rubber tile 
at about 70 cents; mastic at about 50 
cents, and battleship linoleum at about 
35 cents. Sanitary terrazzo borders 
and bases were used with all floors. 

These experimental floors have been 
subjected to the severest traffic and 
service. Water has been allowed to 
stand on them indefinitely. The mis- 
takes of a careless nurse or orderly 
have been purposely made. A year of 
such service has already set up com- 
parative values, to be confirmed or 
denied by the months which will elapse 
before the hospital can be completely 
refloored. 

Different wall finishes and colors are 
also being tested in certain rooms. In 
other rooms, identical in size and in 
window and fixture placement, a study 
is being made of various arrangements 
of furniture and steam radiators. Pan 
humidifiers have been built to fit exist- 
ing radiators, and tests have been 
made with psychrometers to determine 
the effect of these upon room comfort. 
Patients assigned to this section, 
mostly bedridden convalescents, have 
given the point of view of “the man in 
the bed” and from their reports fairly 
conclusive findings have been reached 
regarding finish and color, location of 
rooms, beds, windows, lighting fixtures 
and radiators. 

When the time comes to rehabilitate 
the hospital, the superintendent will 
know from actual experience what ma- 
terials to purchase, what colors and 
finishes to use, what arrangements are 
most attractive and other factors es- 
sential to the comfort of the patient 
and the economy of the hospital. 


Urban Hospital Builds Up 
Patronage for Its Laboratory 


C. S. Woods, superintendent, Saint 
Luke’s Hospital, Cleveland, has found 
that the hospital laboratory is a field 
that can be extensively cultivated to 
the immense benefit of the patient, the 
physician and the hospital. Mr. Woods 
has been successful in developing pa- 
tronage for his laboratory, the work 
for outside cases having increased by 
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86 per cent in 1933 over the preceding 

year. 

In order to make the laboratory 
work of the hospital particularly at- 
tractive to physicians, according to 
Mr. Woods, two conditions must be 
met. First, there must be a director 
and a staff of assistants who command 
the respect of physicians, a require- 
ment that is particularly difficult to 
meet. Second, equipment must be ade- 
quate. Given these two factors, there 
seems to be no sound reason why 
physicians of any community should 
not use the laboratory of a good hos- 
pital in their practice just as they use 
it in the care of their hospitalized 
cases. 

While it is possible that physicians 
found the employment of technicians 
in their offices to be too expensive and 
the use of the hospital laboratory 
proved satisfactory and less costly, 
Mr. Woods believes that the increase 
in the number of outside physicians 
who have used the laboratory facilities 
of Saint Luke’s Hospital during the 
past two years has been due to grow- 
ing confidence in all departments of 
the institution. 

“There must be promptness, cour- 
tesy and willingness to cooperate with 
the physician in making the most of 
the laboratory findings,” Mr. Woods 
says. “I think that every hospital can 
increase the usefulness of its labora- 
tory by making a special effort to help 
the physician to understand the signifi- 
cance of the laboratory work which he 
may wish to have done for his patient. 
An air of superiority and pedantry 
will not secure much sympathy and 
support from the physician.” 

Mr. Woods believes that the follow- 
ing examples of laboratory fees for 
outside cases are fairly typical of hos- 
pitals in large cities: 

Clinical blood examination: com- 
plete blood count (including red 
blood cell count, white blood cell 
count, hemoglobin and differ- 


a | $5.00 
Blood chemistry: sugar.................. 2.50 
Wassermann and Klines................ 5.00 


Bacteriology: culture (including 


Sn, |e eae eee eee ee 3.00 
ET ence nae 2.00 
Miscellaneous: feces (for ame- 

bas, including fixed slides) ........ 5.00 
Surgical specimen .......................... 5.00 


Probably you can think of one or more practical ways to 
save time or increase efficiency. The Modern Hosprtal 
will welcome your ideas to put before other hospitals 
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How to Organize an Effective 
Staft Conference 


By MALCOLM T. MacEACHERN, M.D. 


Director of Hospital Activities, American College of Surgeons, Chicago 


OT so many years ago members of medical 
staffs carried on their work in their own 
individual manner, not at all concerned 

with the work being accomplished by the rest of 
the group. 

Today in the modern, properly organized hospi- 
tal the medical staff functions as an organized 
group, with group interest and responsibility. Cer- 
tainly there is no more striking evidence of a hospi- 
tal’s good management, of its sincere desire to 
employ every available means of caring for its pa- 
tients, than the proper coordination of its medical 
staff. 

The most effective means of securing coordina- 
tion in the medical staff is the staff conference, 
which has a threefold purpose. First, it keeps the 
scientific work of the hospital on the highest possi- 
ble plane of efficiency through periodic appraisal of 
the clinical work. Second, it provides means by 
which the members of the medical staff can con- 
tinuously improve their scientific knowledge. 
Third, it correlates and coordinates data for the 
purpose of promoting clinical research. 


The Wrong Type of Program 


The staff conference is an analysis of the staff’s 
own performances in which each individual mem- 
ber can find his own weaknesses and successes. To 
derive the maximum benefit, it is absolutely essen- 
tial that the discussion be concerned exclusively 
with clinical work within the individual hospital. 
Having eminent speakers address the medical staff 
or presenting scientific papers, no matter how ex- 
cellent their quality, is not correct procedure. That 
type of program is presented regularly by the 
county medical society or academy of medicine. 

The question of attendance at staff conferences 
should receive serious consideration. Every physi- 
cian who attends patients in the hospital, whether 
he centralizes all his work in the one institution 
or attends only an occasional patient in several 
institutions, should attend the staff conference and 
take part in the discussions for the benefit of his 


, *This article is one of the Hospital Organization Series, under the 
direction of Dr. Winford H. Smith. 





present and future patients and the improvement 
of his own knowledge. 

As to those who can attend the staff conference, 
this depends on the community, the activity of the 
medical organizations, the number of hospitals in 
which the physician works, his social or community 
obligations and the wishes or inclination of the 
individual physician. A doctor who has many con- 
nections and obligations will not attend staff meet- 
ings regularly. However, it is desirable for him to 
limit his hospital connections to the institutions in 
which he can show an active interest, evidenced by 
attending as many meetings as possible. 

Those who must attend staff conferences are 
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MEDICAL MINUTES date Jan. 19, 1935 





Hosp. No. 77762 Attended by Or. We Le Garrison Presented by Dre Garrison 


Discussion by Deg, Anthony, Enders, and Hunter 

Admitting Diagnosis Intestinal obstruction 

Final Diagnosis Intestinal obstruction, Acidosis, Infeotion wound 
Pathological Diagnosis Staphylococcus albus infeotion of wound 


Patient white male, somewhat emaciated. 
Constipated three days not relieved by enemas. In 1928, appendicitis, 
acute gangrenous--appendeotomy with drainage. Resulting soar very 
largs and since operation has had repeated attacks of obstinate con- 
stipation. Warned not to use drastic purgatives but had secured 
relief by enemas. On admission found to have an alkalosis and ob- 
struction. Intravenous seline for 24 hours followed by operation for 
relief of obstruction. TIleum ahd head of ceoum buried in a mass of 
adhesions which were released. At operation scrub nurse detected and 
called attention to a punctured glove which was immediately changed. 
Pour days after operation wound discharged pus which was cultured 

and found te contain Staphylococcus. Further convalescence uneventful. 


Summary of the case and of discussion 


Conclusions 
Treatment of alkalosis before operation is endorsed. 


Burse is commended for observation of staff rule in calling attention 
of surgeon to a puncture glove and in reporting the resulting breach 
ef technique through the proper channels. 





i 
! Hosp. No. 77615 Attended by Dr. Ge Ae Dixon Presented by Dre Dixon 


Discussionby Dre, Barrett, Beaman, and Smith 








Admitting Diagnosis Chronic appendicitis 
Final Diagnosis Chronic appendicitis, infection teeth, bronchopneumonia 
H Pathological Diagnosis Chronic appendicitis 


| Summary of the case and of discussion Patient is well developed white male. 

| Complaint is that he has had repeated attacks of pain in the right 

| lower quadrant. Ed@amination reveals a slight tenderness in the right 
lower quadrant. Blood count--Leucocytes 10 500. Teeth are decayed 
}eud gums badly infected, Appendedtomy operation the day following 
;@dmission. Patient was a bad breather and there was some trouble with 
| mucous during the ether anesthesia. On the third postoperative day 

| patient developed a bronchopneumonia for which he was treated in the 
|usual way. Consultant, Dr. Glower. Patient died en eight postopera- 
| tive day. Autopsy relevaled a bronchopneumonis involving the whole 
ef the right lung. Infecting organism chiefly streptococcus. 


Conclusions | 
Bronchopneumonia was undoubtedly due to aspiration of pus from the 
infeoted teeth. In view of the fact that the operation was elective 
the staff ise of the opinion that the teeth should have been cleaned 
up before any anesthetic was administered. It is recommended that « 
notice be posted in the operating room reminding the eu 

rgeons of 
dmger when a general anesthetic is to be givens . allan 
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An example of how the medical minutes of discussions at 
staff conferences may be recorded. 
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members of the regular or active staff. The govern- 
ing board aided by the advice of the medical staff 
should take a firm stand in enforcing this ruling. 
All members of the active or attending staff should 
have no other active staff connection and should 
be required to attend all staff conferences unless 
they can present acceptable written excuses. Three 
excuses are acceptable—illness of the physician or 
his family, absence from the community or an 
emergency. If a member of the active staff is absent 
for more than three meetings without proper ex- 
cuse, his membership should be automatically 
cancelled. The member who has thus lost his mem- 
bership should be eligible for reappointment pro- 
viding future regularity of attendance is assured. 

Members of the associate staff should be required 
to attend at least fifty per cent of the staff confer- 
ences. An accurate record should be kept by the 
hospital showing the aggregate number present at 
each meeting and each individual’s attendance dur- 
ing the year. This latter record is particularly use- 
ful when promotions are being considered. If a 
member of the associate staff has not attended at 
least 75 per cent of the meetings, he is not apt to 
be a very desirable member of the active staff. 

Members of the consulting and honorary staffs 
are valuable to the hospital even though they never 
attend a meeting. But this value is greatly en- 
hanced if they do attend and give the benefit of 
their counsel. 


Planning the Program 


A definite, carefully prepared and announced 
program is the primary feature of every staff con- 
ference, presupposing an active program commit- 
tee of two to five members. The preparation of 
the program for the staff conference should be 
started immediately after the previous meeting has 
been held. So that all may become familiar with 
the agenda, it is wise to post the monthly analysis 
report on the doctors’ notice board in the staff 
room a few days prior to the meeting and to send 
a copy of the program to each member. 

In the smaller hospital it has been found advan- 
tageous for the superintendent to be a member of 
the program committee since he is familiar with all 
cases. In the larger hospital, however, where the 
clinical departments are highly organized, the di- 
vision heads in conference with the interns or resi- 
dents select the proper cases for presentation. 
Where specialization has advanced to a high de- 
gree, the various clinical groups may elect to hold 
their own staff conferences separately to discuss 
their special work. 

But specialists are better specialists when they 
have a general concept of other fields of medicine 
and general practitioners are better practitioners 
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for having some specialized knowledge. Therefore, 
in addition to departmental conferences, it is neces- 
sary that a well conducted hospital hold a general 
staff meeting monthly to be attended by the entire 
staff. Here cases from each department are pre- 
sented and discussed. 

Discussion of medico-administrative matters 
and professional policies is not the concern of the 
clinical conference. Such matters can be dealt 
with by the regular or active staff, either in special 
meeting or immediately preceding the clinical re- 
view, or more commonly by the executive or effi- 
ciency committee of the staff. 


Chief Considerations for the Agenda 


Two types of work may be discussed at the staff 
conference—rare cases and ordinary cases. In the 
teaching hospital and in departmental or sectional 
meetings the rare case is of interest but to the 
general staff member who makes up the majority 
of those present at staff meetings of most hospitals, 
the ordinary case is more instructive and more 
interesting. Work that has not measured up to 
average expectations should be discussed, as should 
the majority of mortalities occurring in the hos- 
pital. 

A practical agenda to be followed at a staff con- 
ference might well have three main considerations : 

1. Presentation of a report of work for the 
month. 

2. Analysis of the work including (a) discussion 
of patients discharged since last meeting with spe- 
cial consideration of certain deaths, unimproved 
cases, infections, complications, agreement of diag- 
noses and consultations; (b) discussion of patients 
in the hospital with special reference to those pre- 
senting intricate diagnoses, tardy convalescence or 
conditions inimical to the best physical welfare of 
patients and (c) reports of committees on case 
records, diagnostic and therapeutic departments, 
such as the clinical laboratory, x-ray, and physical 
therapy. 

3. Considerations and recommendations for im- 
proving the professional efficiency of the hospital. 

In analyzing clinical work, the mortality rate is 
usually considered first inasmuch as it is an im- 
portant index of the scientific efficiency of the hos- 
pital. All deaths occurring in the hospital need not 
be reviewed. Only those which under ordinary con- 
ditions should not have happened must be taken 
up; for instance, deaths following appendectomy, 
herniotomy or other conditions in which good re- 
sults are usually obtained. There is no advantage 
in devoting much time to inevitable deaths such 
as chronic tuberculosis, advanced carcinoma and 
senility, unless there is a desire to review some par- 
ticular group of diseases from the standpoint of 
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clinical research. A careful inventory of deaths 
occurring in the hospital during the period under 
review should be presented, with full discussion of 
selected cases as indicated. 

Occasionally, despite work of good quality, the 
gross or total death rate may be extremely high. 
The hospital may be receiving a great many pa- 
tients in extremis or admitting those who are in 
an incurable stage. It is the net rather than the 
total death rate that must be considered, and this 
should not be more than 3.5 per cent. 

There are two methods of arriving at the net 
death rate of the hospital. The first is to study each 
individual death to determine whether any known 
means of treatment could have prevented it. The 
second and generally accepted method is arbitrarily 
to classify all deaths occurring over forty-eight 
hours after admission as hospital or net deaths. 
This makes a more uniform means of securing sta- 
tistics of comparative value. It is true that many 
deaths occurring later than forty-eight hours after 
admission are inevitable, and it is equally true that 
many occurring in less than forty-eight hours are 
at least worthy of discussion, but extended study 
has shown that the error in one class approximately 
offsets the error in the other. 

The incidence of necropsies is rightly considered 
as a just and true measure of the scientific attitude 
of the members of the medical staff. In institutions 
approved for interns, the American Medical Asso- 
ciation requires necropsies for at least 15 per cent 
of the deaths. Hospitals should make a continuous 
effort to increase the percentage of necropsies. In 
the last analysis success or failure in securing ne- 
cropsies rests to a great extent with the attending 
physician. 


All Infections Should Be Traced 


The staff should determine whether or not every 
means has been exhausted to make a proper diag- 
nosis and to render effective treatment in unim- 
proved cases. Fracture cases in the hospital should 
come under review at each staff conference. The 
discussions should relate particularly to treatment 
and progress and should be accompanied by a dem- 
onstration of the most recent x-ray pictures taken. 
In this way efficiency in the care of fractures can 
be greatly increased. 

Infections should be traced to their source but 
study should not be limited to those occurring in the 
surgical service. These are more commonly re- 
ported because they are apparent. It must be re- 
membered that the purpose of checking on infec- 
‘ions is prevention and that the case of scarlet fever 
leveloping two weeks after admission is usually as 
much a hospital infection as is the case of an in- 
fected hernia wound, since prevention is equally 
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possible. All such cases should be carefully re- 
corded so as to come under review. 

Many hospitals find that at least 15 to 20 per 
cent of patients treated would benefit from careful 
consultation. Moreover, the percentage of consul- 
tations is usually considered to be an index of co- 
operation among members of the medical staff. 
Only those consultations that have been recorded 
are considered, though this number may by no 
means represent the total consultations held. While 
many informal or verbal consultations are valuable, 
as a rule they result in snap judgments. The prop- 
erly recorded consultation is more likely to be based 
on careful study of the patient. 


An Important Question 


‘ 


Gross results are usually expressed as “well” or 
“recovered,” “improved,” “unimproved,” “not 
treated” or “in for diagnosis” and “died.” Inas- 
much as end results are not available this analysis 
must be considered incomplete. It includes only 
the consideration of immediate results and should 
be supplemented or replaced by a later analysis 
showing actual end results. Until that is possible 
the consideration of immediate results is better 
than no estimate of results. 

There is much confusion as to the first two 
classes, “recovered” and “improved.” The question 
should be asked, “Has the patient recovered from 
the condition for which he sought treatment?” The 
patient who comes to the hospital with appendicitis, 
has his appendix removed and is discharged with 
an entirely healed and healthy wound is “recover- 
ed” although perhaps not well enough to go to work. 
The unimproved class is easier to define. The pa- 
tient who leaves the hospital no better or perhaps 
worse than when admitted is in this class and the 
result may or may not be justifiable. 

Conditions in the hospital that are inimical to 
the physical welfare of the patient or contrary to 
scientific efficiency should be immediately investi- 
gated by the staff and rectified. Every physician 
should have the privilege of presenting cases with 
intricate diagnoses for staff group opinion and sug- 
gestions for treatment. Patients with tardy con- 
valescence might well be considered at the meet- 
ing and valuable suggestions made to hasten 
convalescence. 

The clinical pathologist, the radiologist and 
heads of other diagnostic and therapeutic depart- 
ments should be present at every meeting to take 
an active part in the discussion. Their contribu- 
tions are valuable not only because they have data 
bearing upon the case under discussion but because 
they can frequently present data from similar 
cases. The work of diagnostic and therapeutic de- 
partments should come under regular review. Re- 
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ports of the various departments made by com- 
petent committees should be submitted to the staff 
to determine if these departments are meeting the 
required standards and are cooperating fully with 
others. A report from the record librarian and 
record committee of the staff in regard to quality 
and quantity of case histories for the month should 
be considered in detail. 

The discussion should be entirely impersonal, 
free from embarrassment and characterized by a 
willingness to pool knowledge for the benefit of all. 
The conference serves as an effective place to ex- 
pose any gross incompetence, commercialized work 
or unethical practice that may exist. 


Time and Place of Holding Conferences 


In the medical audit, as in the business audit, 
discussion is narrowed down to individual items 
or individual cases. From the deaths, infections 
and other complications debit items are selected. 
These must in the last analysis be a showing of a 
balanced physical accounting or a physical surplus 
or deficit, depending upon the results of the scien- 
tific work. 

A good share of the success of the staff confer- 
ence depends upon the time and place of meeting. 
It should be held not earlier than the latter part 
of the second week of the month, inasmuch as suffi- 
cient time is required to close the clinical records 
of the previous month and prepare the monthly 
analysis report and the program for the staff con- 
ference. Furthermore, committees having to do 
with the study of deaths, infections and other sub- 
jects must meet after all clinical records have been 
checked by the record librarian. Those who are to 
discuss cases should be notified and given time to 
prepare the necessary data. This need not apply 
to sectional or departmental conferences which are 
for the consideration of specially selected cases and 
can be held at any time. 

In selecting the hour for the meeting the cus- 
tom of the community must be considered. As a 
rule, general staff conferences are held in the eve- 
ning, particularly in large hospitals. If the medical 
staff is small a luncheon or dinner meeting may be 
considered. There is a growing tendency to select 
a daytime hour. Many hospitals have adopted the 
noonday lunch conference lasting from 12 until 2 
p.m. Some have selected a morning hour for the 
meeting so that the physician may come with a 
keener, more alert mind, untroubled by the worries 
and anxieties following a long, hard day. 

It is important that the meeting start as sched- 
uled and end promptly. Promptness in starting 
and adjourning is the greatest factor in the suc- 
cess of the meeting. 

Of importance also is the place of meeting. It 
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should be in the hospital because it is there that 
records and patients are available. Furthermore, 
the staff conference tends to build up a proper pro- 
fessional spirit around the hospital. 

The room in which the meeting is held should 
be bright, airy and comfortably furnished. There 
should be an adequate number of chairs. Tables 
should be provided for the chairman, the secretary 
and the pathologist for his pathologic specimens. 
The radiologist should have a viewing box for 
x-ray films. There must be ample blackboard space, 
preferably the length of the wall which the audi- 
ence is facing, and there should be projection facil- 
ities for lantern slides, microscopic slides and gross 
specimens. 

Much of the success of the meeting depends upon 
the competence of the chairman. It is his duty to 
see that the meeting is conducted in a businesslike 
fashion, that deliberations and discussions are keen 
and to the point, that verbosity is discouraged. 
Cases must be well prepared and one member of 
the staff should be ready to open the discussion. 
Usually not more than six to eight selected cases 
can be discussed in one meeting. Each speaker 
should have a limited time. A case critic to review 
and summarize discussions is found by many hospi- 
tals to be of advantage. 

Recognized parliamentary procedure should gov- 
ern the meeting but need not be so strictly enforced 
as to prevent discussion. Parliamentary rules can 
be used to quiet the ever present member who wan- 
ders on indefinitely. A good plan is to set a fixed 
time for each item of the program, for example, 
half an hour for discussion of the monthly analysis 
report, ten minutes for presentation of each case, 
five minutes for opening discussion and three min- 
utes for subsequent discussions. 


Minutes of Conferences Should Be Typewritten 


It is important that accurate minutes be kept of 
all staff conferences. These minutes should con- 
sist of the names of attending members, reports of 
the various committees and a brief summary of all 
discussions. 

In recording discussions of cases the hospital 
number can be used for identifying the patient. 
There should be a brief statement of the more im- 
portant points brought out in the summary with 
final conditions or conclusions. These should be 
neatly typewritten, and they should be kept at the 
hospital. 

The staff minute book suggested by the Ameri- 
can College of Surgeons contains an index of min- 
utes, by-laws, signature to by-laws and antifee- 
splitting pledge, roll call and roster of membership, 
analysis of hospital service, special reports, regu- 
lar and special meetings. 
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New Lights for Old 


By CARL A. ERIKSON 


Schmidt, Garden and Erikson, Architects, Chicago 


“Glow, little glowworm, glimmer, glimmer.” 
HIS may be ideal lighting for the man and 
his maid, but glowworm intensity in the 
hospital is not practically sufficient, estheti- 
cally satisfactory or economically sound. Yet it is 
as often found in the hospital as its opposite, show- 
window brilliance. Gay White Way brilliance may 
be needed in parts of the hospital, but glowworm 
lighting rarely. 

The corner stone does not date the hospital any 
more certainly than does its lighting. Once gas 
and electric lights were as inseparable as Siamese 
twins; electric lights below and gas above, one 
with a ruffled petticoat of glass, the other wearing 
a puff sleeve. In a few hospitals, these old fixtures 
are still being used, though the gas outlets were 
probably discontinued years ago. 

After a time, the more courageous relegated the 
gas outlets to emergency uses, and the exposed 
lamps were hung on the end of long round or square 
tubes of shiny brass—always four or six of them. 

Shortly thereafter, the carbon filament lamp was 
succeeded by the Tungsten lamp. It brought with 
it the unit close to the ceiling, first the uncovered 
indirect light and then the semi-indirect. 


Where Improvements Can Be Made 


Lighting is now out of its swaddling clothes. 
yenerally used for its practical value, it is increas- 
ingly considered for its decorative value. In the 
development of the decorative values the last five 
years have been most significant. 

If this were not being read by those whose minor, 
if not major, deity is cleanliness, I should begin 
discussing the practical side of lighting with the 
comment of the research engineers that 30 per cent 
of the power used in lighting is wasted through 
dirty lamps and fixtures. 

The lighting of the greater part of the hospital 
is largely a matter of utility. The kind of fixture 
and the light distribution are determined by needs 
in each room. A room may be brightly yet poorly 
illuminated. For instance, it is not hard to find 
i bright kitchen with no light on the range or at 
the sink. On the other hand, the room may be 
dimly but perfectly lighted as exemplified in medi- 
‘ine by the head lamps for tonsillectomy. Location 
ind type of fixture and wattage should be carefully 


studied to obtain maximum efficiency. Experts 
estimate that in any hospital over ten years old 
the lighting may be improved 50 per cent or the 
electric consumption reduced 33 1/3 per cent by 
modern fixtures, correct lamping and proper loca- 
tions. These utility fixtures themselves cost little, 
no more than from $3 to $4.50 each. 

Better control is often desirable in the larger 
rooms, such as kitchens, so that it is not necessary 
to turn on 10,000 watts to peel the potatoes. This 
is not either difficult or expensive; bracket lights 
or ceiling lights with pendant 
switches or other similar devices 
will do the job. 

Probably in the decorative uses 
of light in lobbies, corridors and 
patients’ rooms the hospital may 
make the greatest improvement at 





The Smithsonian Institu- 
tion would probably wel- 
come samples of the com- 
bination desk and wall fix- 
ture (above). The code 
name of the bottom fixture 
is “Aspiringly.” Tutenk- 

hamon is the designer. 


the least cost, and with 
permanent good will as 
a by-product. 

Let’s begin at the en- 
trance door. Probably 
if there are lights outside the front door, they area 
pair of lanterns, which, if lighted, try to pierce the 
night with the trickle from a 25-watt lamp. They 
fail dismally in their purpose to mark the entrance 
and to provide enough light so that the casual does 
not bark his shins as he goes in or break his neck 
as he goes out. Why not spend a small fraction 
of the dollars that went into architectural features 
to mark the entrance during daylight hours to 
illuminate it at night? Lighted signs of several 
kinds are inexpensive ways of making sure that 
visitors do not find themselves in the boiler room. 
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A little rearrangement of lighting so as to mark 
the door steps clearly may save a fibula from frac- 
ture and will eliminate the groping of the stumble- 
fearful visitors. Lights at all steps, similar to those 
in the aisles of our movie cathedrals, will do the 
job easily and inexpensively. 

Inside, lobbies and reception rooms must be 
lighted effectively and attractively. A blare of 


The latest thing is 
combination gas 
and electric lights. 
The one pictured 
would be a dis- 
tinct feature of 
any hospital. 





This charming 
combination wall 
bracket will give 
your hospital a de- 
cided air of dis- 
tinction. 





light may be effective, but it is never attractive 
except to the destructive Dermestidae. 

No detailed rules can be given but it is certain 
that any lighting for these rooms over twenty-nine 
years old, most of it over ten years old, and much 
of all the rest might justifiably be discarded. Tre- 
mendous improvement in the attractiveness of 
these public rooms would result from the substi- 
tution of well designed and properly placed light- 
ing devices for these historic fixtures. The cost 
would be slight, the returns enormous. For the 
visitor more groping can be eliminated by clearly 
indicating the elevators, offices and other units. 
One way of doing this is with illuminated signs; 
they cost from $10 to $15 each, including wiring. 

Then we come to the gloomily endless corridor, 
a Chinatown alley darkened by the murk of a few 
25-watt lamps—an invitation to despair. Some of 
these corridors need more light but many of them 
need better distribution of the light rather than 
more of it. 

But these are only the incidentals ; the important 
job of the hospital is care of the patient. Almost 
all ward lighting is as bad as it can be for the 
patient. In the most modern hospitals there are 
units with sufficient intensity to light the patient 
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all the way to eternity. They, too, usually have 
some form of light at the bedside, a great con- 
venience to the nurse. 

How would it be to remove the overhead fixtures, 
provide some bright illumination close to the floor, 
and add a usable reading and utility lamp, perhaps 
like a bridge lamp, at the bedside? Some or all of 
these lamps might have reflectors in them so that 
they could be used for general illumination if it was 
found necessary. 

For private rooms, to the attic with all fixtures 
whether they are in the ceiling, on the wall or 
below the floor. What is wanted are lamps every- 
where—at the bedside, on the dresser, on the floor; 
table lamps, floor lamps, direct lamps and indirect 
lamps. These will provide light where, when and 
as wanted. Perfect flexibility and control, both of 
direction and color, are to be sought. 

The cost of such changes in the lighting of the 
patients’ quarters depends on many variables. 
Some additional wiring will be necessary but I 
hope none will follow the precedent set in one of 
our better known hospitals. Small wards there 
have one of those gas and electric antiquities in the 
center of the ward. In the succeeding years it has 
been found desirable to add some kind of lights at 
the bedside and a nurses’ call system. So from this 
center outlet there now reaches a network of eight 
wires, two to each bed. The wards lack only a bit 
of washing on the line to complete the illusion of a 
back yard of the slums. 

If the necessary new wiring is intelligently in- 
stalled, it need be nei- 
ther costly nor objec- 
tionable. 

Lighting improve- <4 
ments are not difficult e 
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grandmother. What do 
her grandchildren say? 


or expensive and they may easily be undertaken 
one at a time as the budget permits. Probably no 
other single element plays so important a part in 
the rehabilitation of the hospital as modernized 
lighting ; probably no other item would reflect itself 
so directly in the comfort of the patient and his 
visitor and so easily earn his good will; probably 
nothing could be so directly translated into earn- 
ings, and in the working sections nothing would so 
surely earn dividends in increased efficiency of the 
personnel or in decreased electric bills. 

So for brighter or for terser lighting. 
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Southern Hospitals Fit Themselves 


to Serve More Adeguately 


By LUCIUS R. WILSON, M.D. 


Superintendent, John Sealy Hospital, Galveston, Tex. 


tals in the early days of this country and 

wherever conditions justified their establish- 
ment was undertaken. The first hospital in the New 
World was the Hospital of the Immaculate Concep- 
tion erected in Mexico in 1524 by Cortez, the Con- 
queror. This hospital is still serving its community. 
In 1531 a second hospital was erected in Santa Fe. 

As settlements were made in the territory now 
comprising the Southern states, mention was fre- 
quently made in transactions of legislative assem- 
blies of appropriations for the erection and main- 
tenance of institutions to care for the poor and 
indigent sick. The purpose of these institutions 
probably was to give homes to the destitute sick 
rather than to provide scientific medical care. 

The first Southern hospital of importance was 
the institution now known as Charity Hospital in 
New Orleans. Its founding is dated prior to 1737 
as a report for that year to the minister in France 
states that the hospital was caring for five patients. 
Louisville City Hospital, Louisville, Ky., was estab- 
lished in 1823; French Hospital, New Orleans, was 
built in 1844; Roper Hospital, Charleston, S. C., 
was established in 1850, and the Hospital of the 
City Home, Richmond, Va., was opened in 1859. 
These hospitals continue to meet the demands of 
the needy sick of their communities. Many other 
hospitals were built in the first half of the nine- 
teenth century, but most of them have passed out 
of existence or have been utilized in the develop- 
ment of modern institutions. 

Apparently diseases of the mind claimed more 
attention than did other diseases for many of the 
existing mental hospitals were established in the 
‘arly days of the Southern states. These hospitals, 
even at the time of establishment, were compara- 
tively large. The Eastern State Hospital of Vir- 
Virginia was founded in 1773. Then because of diffi- 


S OUTHERN people realized the need for hospi- 


Through gradual elimination of 
small, poorly equipped proprietary 
hospitals, support given to better hos- 
pitals by the Duke and Rosenwald 
foundations, substitution of graduate 
for student nurses when proper train- 
ing cannot be given, better understand- 
ing of architectural needs, and devel- 
opment of financial support through 
group hospitalization, Southern hos- 
putals are slowly meeting the needs of 


the South 


cult transportation and crowded conditions the Vir- 
ginia legislature established the Western State Hos- 
pital in 1828. South Carolina, Georgia, Louisiana, 
Tennessee and Alabama also founded some of their 
present hospitals for mental and nervous patients 
in the early part of the nineteenth century. Little 
was known then about curative treatment of men- 
tal patients and these institutions offered only cus- 
todial care. 

Thus the South made a start in the hospital field 
comparable to that of the North and East, but 
subsequent development was not so rapid. This is 
explained by the fact that the South was entirely 
an agricultural community with few cities of great 
size. The cities depended upon agriculture for 
financial support and large fortunes were not ac- 
cumulated so that citizens could not act as hospital 
benefactors. The population was scattered over a 
large territory and even if numerous hospitals had 
been created, the people, because of slow transpor- 
tation facilities, could not have taken advantage 
of the services offered. 

At the time of the Civil War the Southern people 
were beginning to establish their financial security 
and hospital development might have forged rap- 
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idly onward, but the war so retarded the financial 
growth of the country that little could be done 
until after the reconstruction period. During the 
Civil War the need for hospitals to care for both 
soldiers and civilians was so great that the few 
existing institutions did not begin to meet the de- 
mand. The Confederate government converted 
schools, churches, warehouses and other large 
buildings into hospitals and in addition built many 
sizeable hospitals to care for the wounded sick. 

Outstanding among these was the Chimborazo 
Hospital in Richmond, Va., where 76,000 patients 
were cared for in three years. This plant when 
completed had 150 one-story frame buildings. An 
interesting criticism of this hospital is frequently 
met today. The wards were so wide that in times 
of need a third row of beds could be placed down 
the center, thus crowding the room so that ventila- 
tion and light were poor and the work of the staff 
was hampered. In later buildings this was cor- 
rected so that only two rows of beds, one against 
each of the walls, could be accommodated. 


Doctors Forced to Provide Hospital Facilities 


After the war hospital development was impos- 
sible. The country was barren, storehouses were 
empty, Confederate money and securities were 
worthless, and, added to this misery, there was the 
ruthless robbery of the carpetbaggers. Slowly the 
South emerged from this chaotic condition and 
during the last three decades continual but not 
sensational progress has been shown in the hospital 
field. Cities and fortunes increased in size and 
number and with them came hospitals and other 
welfare institutions. 

Most remarkable was the growth of small pri- 
vate hospitals. The young Southern doctor who 
had finished his education found upon opening his 
office that he did not have the facilities with which 
to give care commensurate with his ability. The 
nearest hospital was in a distant city and inaccessi- 
ble because of poor roads. His only recourse was 
to provide a hospital of his own by building a new 
one, or by remodeling an old dwelling. At first 
his equipment was meager, but as fortune favored 
him his earnings were invested in more and better 
apparatus. In many instances a physician’s entire 
fortune is invested in his hospital. 

The small hospital is condemned because it can- 
not offer specialized care in all departments of 
medicine, because its equipment is limited, because 
it attempts to operate a school of nursing without 
adequate clinical material and staff to educate stu- 
dents properly, because it is commercial and cannot 
offer care to the indigent sick and, in instances, 
because it was built with the thought of profit mak- 
ing. Quite often all of these criticisms are true, 
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but many small hospitals were built for the one 
purpose of rendering proper care to the sick and 
with a full realization that the physician’s profes- 
sional earnings would be needed to pay the deficit 
on operation. Many of these hospitals have met 
the requirements of the various organizations on 
both equipment and professional care of patients 
and are rendering real service to their commu- 
nities. 

Contrasted with these well organized hospitals 
are those built for profit. Their owners soon find 
that they are unintentional philanthropists and 
they use every possible means to curtail expense, 
thereby lowering their standards of care. The 
scarcity of patients who have been able to pay for 
hospital service during the past few years has 
quite forcibly removed thoughts of dividends on 
hospital investments. With no interest in the wel- 
fare of their community and no prospect of prof- 
its, such hospitals are rightfully passing out of 
existence. 

The small hospital that is doing good work is 
worthy of consideration. The physician or group 
of physicians financing such hospitals have in many 
cases invested their entire savings in the plants. 
They have purchased modern equipment when it 
was needed; they have secured the services of a 
well trained staff ; they have improved their ability 
by keeping abreast of new and improved medical 
procedures ; in short, they have dedicated their lives 
and fortunes to serving their fellow citizens. With 
the development of a community, both in wealth 
and in population, it is proper for the county, city 
or some other organization to finance a large mod- 
ern hospital to care for the indigent as well as for 
those who can pay. Since the small hospital that 
has served well during less prosperous days cannot 
compete with the newer and larger hospital, it is 
forced out of business with resulting loss to the 
owner. Should not the community, when develop- 
ing plans for the new hospital, attempt in some 
way to consolidate the small hospitals into one new 
organization and reimburse the physician owners, 
in part at least, for their outlay? 


Most Southern Hospitals Are Small 


There are many smail hospitals in the South. 
Statistics show that there are 1,461 hospitals in 
the twelve Southern states, 808 or 55 per cent of 
which are of less than 40-bed capacity. Of the rest, 
369 or 25 per cent have a capacity of 40 to 100 
beds, while only 284 or 20 per cent have more than 
100 beds. In all forty-eight states of the Union 
there are 7,375 hospitals, and of this number 4714 
per cent are less than 40-bed capacity, 25 per cent 
have a 40 to 100-bed capacity and 2714 per cent 
are larger than 100 beds. The comparison is even 
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more striking when made with the Northern states 
east of the Mississippi River. These fifteen states 
have 3,068 hospitals, and only 38 per cent of them 
have less than 40 beds, compared to 55 per cent in 
the twelve Southern states. Twenty-six per cent 
of the Northern hospitals have 40 to 100 beds, while 
36 per cent contain more than 100 beds. Out of a 
total of 90,100 beds in Southern hospitals, 18,689 or 
20 per cent are in hospitals of less than 40-bed 
capacity. In the entire United States 12 per cent 
of the hospital beds are in small hospitals, while 
in the fifteen Northern states only 8 per cent are 
found in small hospitals. The next few years will 
probably show a change in these conditions as small 
hospitals in the South, through competition and 
lack of financial security, are progressively de- 
creasing in number. 


Too Few Beds Available for Negroes 


In another respect hospital facilities in the South 
are inadequate. There is one hospital bed in the 
United States for every 120 persons. In the South 
there is only one bed for every 200 persons. Many 
places, however, equal or surpass the general aver- 
age of the entire country. While the South is still 
an agricultural community, it is developing its 
resources—oil, sulphur, lumber and manufacturing 
—and as these industries grow, population and 
wealth increase. These enrichments bring public 
welfare in all of its forms, including hospitals. 

The problem most peculiar to the South relates 
to the Negroes, who comprise one-third of the pop- 
ulation. While some Negroes have developed busi- 
ness and professional interests, by far the largest 
percentage of them are satisfied if they can secure 
food, shelter and clothing. Their medical care, 
therefore, becomes a burden on the medical pro- 
fession and more particularly on the hospitals. Ne- 
groes, aS a group, are ignorant, superstitious and 
for the most part they lack knowledge of the essen- 
tials of personal hygiene. The death rate of the 
race is much higher than that of the white popula- 
tion. A survey made a few years ago showed the 
Negro death rate to be 16 per 1,000 population 
compared to a rate of 10 per 1,000 population for 
the white population. The average life of a Negro 
man was found to be thirty-seven years and nine 
months compared to forty-six years for the white 
man. The Negro woman had an average life of 
thirty-nine years and three months compared to 
fifty-two for the white woman. 

The Negro does not suffer this high death rate 
because of his race but because of environmental 
conditions and lack of knowledge of hygiene. These 
conditions can be corrected but to correct them will 
require time and expenditure of much money on 
education and welfare of the race. A relatively 
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small percentage of hospital beds are available for 
Negroes and many of those are in Negro hospitals 
with a standing below Class A. 

Because Southern people realize that if the health 
of the white population is to be kept at the highest 
possible point the health of the Negro must be 
improved, and because they are conscious of their 
obligation to provide the Negro with educational 
and economic advantages, much progressive work 
has been done to improve the welfare of the Negro 
population. The largest single piece of constructive 
work along this line is being done by The Duke 
Endowment in North and South Carolina. Hospi- 
tals not operated for profit may receive from the 
foundation one dollar a day for each day of free 
service rendered to either Negro or white patients. 
Furthermore, such hospitals may receive funds to 
help with construction. 

The 1931 report of the Duke Endowment shows 
that more than five millions of dollars had been 
spent since the beginning of operation in aiding 
120 hospitals. Of this amount nearly three and 
one-half million dollars went to 117 hospitals as a 
contribution toward the cost of caring for free 
patients. This report shows further that 89 hos- 
pitals were helped during the preceding year, and 
of this number 19 cared for white patients, 55 
cared for both white and Negro patients and 15 
cared for Negro patients only. 

While this is an outstanding example of aid to 
hospitals in caring for the Negro population, other 
states are also contributing to this care. Tennessee, 
Louisiana and Alabama each has a Class A Negro 
hospital. The Sealy and Smith Foundation of Gal- 
veston, Tex., has just completed a new out-patient 
department that provides modern care for the 
many Negro patients who visit it daily, and plans 
are being considered for a new Negro hospital 
when endowment income permits the expenditure. 
Unfortunately, though, for the most part the South 
still has inadequate means of caring for sick Ne- 
groes, and must depend on the few beds allotted by 
hospitals built for the care of white patients or on 
inferior Negro hospitals. 


Training Facilities for Personnel Increasing 


Perhaps when the Negro is better educated he 
will be able to help himself and will not be so great 
a burden on the community. The Julius Rosenwald 
Fund has lent impetus to better education for Ne- 
groes and a total of 5,295 Negro schools with a 
pupil capacity of 650,000 have received more than 
twenty-seven million dollars. This money had been 
spent for buildings and for improving the quality 
of teachers, libraries and other educational facili- 
ties. The directors of this fund have also realized 
the need of health education and have provided 
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fellowships for Negro physicians, medical students, 
social workers and nurses. 

With the aid of these organizations and as a re- 
sult of increased realization of the problem by all 
citizens, the medical care of the Southern Negro 
will no doubt gradually be provided through the 
combined efforts of both races. 

Training of special hospital personnel has been 
limited in the Southern states due to scarcity of 
large hospitals with organizations suitable for pro- 
viding educational facilities. The past two decades 
have shown considerable advancement along these 
lines, however, and excellent courses in social serv- 
ice, dietetics, anesthesia and x-ray and laboratory 
technology are now offered in several cities. Grad- 
uates of these courses, who are familiar with the 
peculiar needs and requirements of their vocations 
in the South and who are better fitted for their 
duties than are well trained persons from distant 
parts of the country, are rendering distinct serv- 
ice to the hospitals. 


Nursing Education a Problem 


Nursing education, except in isolated instances, 
has been slow to develop. Here again is the prob- 
lem of the small hospital that cannot offer a thor- 
oughly balanced curriculum because its staff is lim- 
ited and clinical material is meager. The nursing 
profession has many graduates from these schools 
and this accounts in part for the overcrowding of 
the field with poorly trained nurses. This situation 
also is changing as many small hospitals have re- 
alized the inadequacy of their work and have been 
convinced that provision of proper educational fa- 
cilities is an expense beyond their means. As a 
result, they are closing their schools and employing 
graduate nurses. 

It is unfair, though, to lay all the blame for this 
problem of the nursing profession at the doors of 
small hospitals. Some of the larger institutions 
contribute their share by offering limited educa- 
tional opportunities, thereby poorly preparing 
their graduates to enter the profession. This con- 
dition is due to limited funds, which necessitates 
the exploitation of student nurses for financial 
gain and to a dearth of leaders qualified to organize 
and supervise schools of nursing. 

Another problem of Southern hospitals that is 
being solved is that of architecture. Years ago it 
was thought that low rambling structures of the 
pavilion type were necessary for ventilation, sun- 
light and coolness. Operating expenses and main- 
tenance costs of such buildings are so excessive 
that in recent years this style of architecture has 
been abandoned. Modern buildings follow the con- 
ventional lines—several stories high, sometimes 
terraced and always well constructed. 
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By bearing in mind that the breeze is from the 
south and southeast, that more window area is 
needed per cubic content of room than in cooler 
climates, that careful planning of cross ventilation 
has a remarkably cooling effect on rooms not ex- 
posed directly to the prevailing breeze, and that 
heavy construction keeps out heat as well as cold, 
architects have been able to overcome many of the 
climatic difficulties of Southern hospitals. When 
mechanical humidification and cooling are devel- 
oped to a point where they can be used in buildings 
occupied by the sick, the South will have a satis- 
factory solution to its summer heat problem. 

Southern hospitals have been foremost in devel- 
oping ways and means of increasing revenues. An 
outstanding example is the group hospitalization 
plan, first successfully put into operation by Bay- 
lor University Hospital, Dallas, Tex. Following 
this lead many other hospitals have developed 
group hospitalization. As much as fifty thousand 
dollars a year is collected by one hospital by this 
means. Another method of increasing income is 
the operation by hospitals of various concessions 
for patients, relatives and doctors. Drug stores, 
cafeterias, barber shops and similar enterprises 
are most commonly operated. In one instance a 
large office building, the two top floors of which are 
used for hotel purposes, is owned and successfully 
operated by a hospital. 

The individual Southern hospital will continue 
to have its own problems. Their solution, however, 
is becoming less tedious because the Southern hos- 
pital field is rapidly developing and difficulties of 
individual hospitals are becoming community prob- 
lems. A good foundation has been laid and upon 
it will be built a structure adequately financed and 
organized to promote the welfare of its community. 





“Hospital Economies”™ 


The authors of this small book, Archie F. Reeve and 
Hayward Cleveland, offer in brief readable form a series 
of suggested economies and checks upon hospital perform- 
ance. While experienced superintendents will find few new 
ideas in the text, it will readily serve as a check list to 
determine whether ordinary, careful diligence is being 
exercised in the control of both income and expense. The 
younger, less experienced administrator will find it a help- 
ful guide, commenting as it does upon many of the insti- 
tution’s activities. 

Detailed descriptions of accounting methods, charts, sta- 
tistics and other lengthy explanations have been carefully 
omitted. Reference is made to other texts offering more 
information on business and accounting procedures. It is 
the authors’ stated aim to enumerate ideas and practices 
that have been found valuable in actual experience and 
thus to help the busy superintendent harassed by the diffi- 
culties of balancing his budget.—A. C. B. 


*Cleveland Publishing Co., New York, 1934, $2. 
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Group Hospitalization Plan Succeeds 
Despite Unusual Dithculties 


By JOHN HART 


Manager, Hospital Service, Inc., Charleston, W. Va. 


ROUP hospitalization in Charleston, 

W. Va., had an unusual birth and has had 

to overcome unusual difficulties in getting 

started and in winning public acceptance. In spite 

of these facts, it is now well established, is growing 

at an accelerating rate and is winning public con- 
fidence and prestige. 

The real genesis of this group hospitalization 
plan was the advent in Charleston of a commercial 
promotor selling a medical service plan. He prom- 
ised to give large services for a small fee. It was 
suspected that his motive was primarily, if not 
entirely, the lining of his own pocket, a suspicion 
that subsequent events have failed to shake. 

At the instigation of the West Virginia Medical 
Society, and particularly of the executive secretary 
of that society, six Charleston hospitals (now in- 
creased to eight) started a group hospitalization 
plan. Unfortunately for the plan, there has been 
for many years an extensive development of so- 
called “list” practice among West Virginia coal 
miners. For a wage deduction of $1, $1.50 or $2 a 
miner and his family are provided complete medi- 
cal and hospital care. The money deducted is paid 
over by the company to some particular hospital 
which in most instances keeps all of it and expects 
physicians to give medical service without charge. 


Benefits Available to Patients 


The monthly rates charged under the new group 
hospitalization plan are shown in Table I. In ad- 
dition to the monthly dues there is a registra- 
tion fee of $2 each on contracts sold to individuals 
or single families and $1 each on group contracts 
where less than 100 subscribe. There is no regis- 
tration fee for groups of 100 or more. 

Obviously group hospitalization rates are much 
higher than rates under the existing contract prac- 
tice plans and less service is given. Therefore it 
has been difficult to convince employees of the de- 
sirability of the new plan. Two good arguments, 
however, are bringing an increasing business. They 
are (1) free choice among all general hospitals 
in the area and (2) free choice among all physi- 
cians eligible to practice in the eight hospitals. 





Benefits available to both hospitalized and am- 
bulatory patients are as follows: hospital care in 
either wards or private rooms depending upon class 
of service chosen to a maximum of forty-two 
days in any one membership year with all the usual 
services included in the room charge; use of the 
operating room; anesthetics; three x-ray pictures 
for any one illness (not including the interpreta- 
tion of the pictures for which the physician may 
but usually does not make a special charge) ; all 
needed laboratory service, routine medicines, rou- 
tine surgical dressings, hypodermics, casts and op- 
erating room supplies, and all other routine hos- 
pital service. 

The following are specifically excluded: vaccines, 
serums, x-ray therapy, dental x-rays, orthopedic 





| TABLE I—MONTHLY RATES CHARGED UNDER CHARLESTON 
GROUP HOSPITALIZATION PLAN 


In Groups of 100 or More Individual 
| Ward Private Ward Private | 





| —_ - 
| Gee pereen ................... $1.00 $1.25 $1.00 $1.35 | 
| Family of two................ 1.40 1.75 1.40 1.90 
| Family of three.............. 1.60 2.10 1.65 2.25 
Family of four................ -75 2.35 1.90 2.60 
| Family of five................ 1.75 2.35 2.10 2.95 
5 2.35 2.40 3.30 


| Family of six or more.. 1.7! 





appliances, artificial eyes, crutches, services of phy- 
sicians, surgeons, and special nurses, injuries cov- 
ered by workmen’s compensation or resulting from 
brawls, riots or insurrection, willful self-inflicted 
injuries, acute venereal diseases, insanity, alcohol- 
ism or drug addiction, pulmonary tuberculosis, ob- 
stetrics and such virulent contagions as smallpox 
and scarlet fever. 

Discussion of the plan was begun in December, 
1932, and actual selling started in January, 1933. 
The plan started on a shoestring with only $120 
in cash advanced by the hospitals and an agreement 
that they would each extend $150 credit to the 
plan to give it a start. There are now 1,350 con- 
tracts providing service to 4,200 persons. 

Hospital Service, Inc., is organized not for profit. 
Its board of trustees consists of one representative 
from each of the eight cooperating hospitals and 
the president of the local county medical society. 
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The employed staff consists of one stenographer 
and bookkeeper, two salesmen and the manager. 

Hospitals are remunerated for their services to 
subscribers monthly. They make out their bills at 
the regular rates and send them to the corporation. 
These bills are then- passed upon by an auditing 
committee consisting of three hospital superintend- 
ents. While a rigid fee schedule has not been fixed, 
any charges that are obviously out of line are ques- 
tioned. Usually the hospitals are paid about as 
follows: ward service, $3.50 per patient day; pri- 
vate room service, $6 ; use of operating room, $5 for 
a minor and $10 for a major operation; anesthetic 
for a major operation, $10; anesthetic for a minor 
operation, $5; x-ray of hand or foot, $5; of leg, 
shoulder, arm or hip, $7.50; of spine, head or chest, 
$10; chest stereopticon, $15, and a gastro-intesti- 
nal series, $25. Other payments are about in pro- 
portion to these. 


Some Difficulties That Arose 





Statistics for the period January 1, 1933, to 
March 31, 1934, shown in Table II, give an indica- 
tion of experience to date. 

Several interesting problems have arisen that 
have been or are being solved. One difficulty arose 
because there are in Charleston a large number of 
small eye, ear, nose and throat hospitals. They are 
usually owned by physicians, some of whom are 
among the best surgeons in the city. Our members 
couldn’t patronize them and at the same time re- 
ceive the benefits of their membership. That diffi- 
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TABLE II—STATISTICS FOR THE PERIOD JANUARY 1, 1933, TO MARCH 31, 1934 
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culty has been settled by changing the contract to 
permit members to go to these hospitals for re- 
moval of tonsils and adenoids, submucous resec- 
tions, mastoid operations and removal of an eye. 

Sponsors of the plan are still puzzling over the 
best solution for the-competition which it offers to 
independent clinical and x-ray laboratories. Be- 
cause of the close and hearty cooperation between 
Hospital Service, Inc., and the state medical asso- 
ciation, I feel confident that this problem will soon 
be settled fairly to the hospitals, the patients and 
the physicians. 

One rather unusual feature of the Charleston 
plan is that $5 a day will be paid for a period not 
to exceed ten days as a contribution toward the 
cost of hospitalizing any member who suffers an 
injury or an emergency illness while traveling out- 
side the area served by member hospitals. So far 
this clause has been used only a few times but it 
has been greatly appreciated when used. 

The contract of the corporation with the hospi- 
tals provides that not more than 20 per cent of the 
receipts shall be used for paying clerical and acqui- 
sition costs. In the beginning there was consider- 
able expense and no income, but the ratio of ex- 
pense to income has been falling steadily. In March 
it was down to 22 per cent, and it is expected to 
reach 20 per cent shortly. In computing this per- 
centage the registration fee is not included. All 
of this goes for sales expense. It is paid only once, 
of course. 

There is no specific provision for canceling the 








Average annual dues per application 


Average hospital bill per in-patient 
Average hospital bill per out-patient 
Average cost per private in-patient 
Average cost per ward in-patient 
Average hospital bill—ward and private patients—in and 


Average number of hospital days annually per in-patient 


Average hospital bill: 


Women 





Distribution of each $1,000 paid out for service: 


Children 
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subscription of a member who proves to be exces- 
sively costly to us. Even if there was such a pro- 
vision I doubt if it would be exercised because of 
the bad publicity it would bring and because that 
member (unless he is malingering) needs help. 

The following hospitals are participating in the 
plan: McMillan Hospital, Mountain State Hospi- 
tal, St. Francis Hospital, Staats Hospital, Kanawha 
Valley Hospital, New Charleston General Hospi- 
tal, Coal Valley Hospital and Dunn Hospital. 

As a result of the experience described the fol- 
lowing conclusions seem to be justified: 

1. Liberality in the contract and in interpreta- 
tion of the contract is desirable and is not hazard- 
ous to finances. 

2. It is practicable and desirable to include the 
whole family. 

3. It is practicable to accept individuals and sin- 
gle families without medical examination. 

4. It is eminently desirable that all ethical gen- 
eral hospitals in the community should participate. 

5. The plan should be organized not for profit. 
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6. The public is willing and anxious to take 
advantage of a properly organized plan. 

7. It pays to be perfectly frank and entirely hon- 
est in presenting the plan to prospects. It is unwise 
to promise or imply more than can be provided 
by the. regulations. 

8. Group hospitalization has benefited the pub- 
lic, the hospitals and the medical profession in this 
community. 

9. It is practical to extend the service to am- 
bulatory as well as to bed patients. This tends to 
reduce the demand for bed care but it has raised 
certain problems with the doctors. 

10. It is not necessary to fuss around for months 
trying to think up possible dangers and ways to 
avoid them or to have a large fund with which to 
work. A few thousand dollars will suffice. If hos- 
pitals want to offer group hospitalization in a com- 
munity they should go ahead and offer it. They will 
make mistakes, of course, but these can be rectified 
and will not be fatal if the purpose motivating the 
group is to render disinterested public service. 





National Invalid’s Recovery Act 


From the much quoted Tonics and Sedatives column of 
the Journal of the American Medical Association comes 
this statement of a new deal for the hospitalized. It is 
credited to R. A. S., Chicago. 


Code for Convalescents 


1. Keep track of all donors of get-well cards and flowers. 
Only them as came across when you were fiat on your back 
gets the Blue Eagle. 

2. Be alert. Don’t let the spotlight stealers hog the con- 
versation by telling of their silly symptoms and operations. 
Remember: this is your day. 

3. If you suffer, do so visibly, with sound effects. Silent 
suffering never pays. 

4. Keep dead appendices, gall-bladders, etc., on display in 
your room. Always have enough morbid accessories around 
to give the proper touch of repressed gloom so essential to 
the atmosphere of the successful sick room. 

5. Demand attention. Remember that the wheel which 
squeaks the loudest gets the most lubricant. 

6. Do nothing unless coaxed. Then don’t give in until the 
floor supervisor appears. 

7. Never stop kicking, especially about the hardness of 
the bed, the delay in answering signal lights, the color of the 
wall tinting and the food. Try to keep the hall like Broad- 
way with your signal—always lighted. Remember: they 
bury ’em when they stop kicking! 

8. Growl when everybody grins. If they growl back— 
weep pathetically. 

9. If anyone suggests that you’re looking well, shiver, 
shake, call for a thermometer and an intern, and then faint 
—that gets ’em! 

10. Always crab about the food. Even a doctor hates a 
patient who has nothing unpleasant to say about the meals 


Wind up resignedly with “. . . but I suppose the hospital 
wouldn’t make any money if they fed us better.” 

11. Ask your visitors what time it is and what day of the 
week. This makes your suffering seem more interminable. 

12. Never appear cheerful or contented. Practice looking 
pathetic, sad, neurotic or mad. 

13. Always wait until the busiest time of the day to begin 
making requests and complaints. They appreciate you more 
if you do. 

14. Keep the nurses on the jump; they need activating. 
If you see one within four inches of a chair, howl long and 
loud. Send her to the desk to look for mail, if you can think 
of nothing better. 

Remember: you’ve done your part. You’ve kept doctors, 
nurses, interns, charwomen, cooks and florists employed in 
this depression. Never for a moment flinch on the foregoing 
articles of this Act. 





Wearing Qualities of Floors Tested 
by Bureau of Standards 


The U.S. Bureau of Standards has undertaken to deter- 
mine why some floors wear out sooner than others and why 
floors surfaced with a certain kind of marble wear faster 
than if surfaced with another kind of marble. Special tests 
were conducted to determine the wearing qualities of the 
different types of floors under actual service conditions. 
Special equipment was designed for this purpose. 

Tests have been made on practically all important 
marbles, limestones, sandstones, slates and other such items 
produced in the United States for flooring purposes. The 
results of these tests are now procurable from the U. S. 
Bureau of Standards. The bulletin containing these data is 
Research Paper No. 612. 
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A Hospital That Is Known 


by Its Hotel Air 





\ M 7 HEN clouds of depression first began 
to bank low over the business horizon, 
private accommodations in hospitals 

throughout the country were assuming new impor- 
tance. Steps were being taken to meet the de- 
mand for what closely approximated hotel service 
on the part of patients who were in a position to 
pay for the best. 

The room with the hospital air disappeared and 
in place of its white walls and metal furniture 
there was created a harmonious blending of color 
and design that set new standards. In line with 
the introduction of hotel atmosphere into the room 
itself, other appointments in private patient serv- 
ice underwent marked refinements. Food appeared 
in new guise, attractively arranged on gayly dec- 
orated china with selective menus to excite interest 
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Associate Editor, The MODERN HOSPITAL 


and to provide greater variety. 
Greater freedom, too, was 
granted patients’ visitors. 

While much was accom- 
plished in banishing the old- 
time hospital gloom and sub- 
stituting congenial surround- 
ings in private rooms, the 
downstairs still remained a 
hospital. How could it hope to 
be otherwise? 

In New York City a group of medical men and 
some philanthropic business associates held differ- 
ent views. A hospital looked, smelled and was con- 
ducted according to true hospital formula because 
it had never been considered differently. If private 
patients were demanding more and more in the 
way of hotel service from the hospital, a fact that 
could not be denied, why not go still further and 
set up an organization that would stress the hotel 
atmosphere at no sacrifice to modern medical and 
surgical standards? 

At that time there was a scarcity of high class 
private accommodations in a city that demanded 
the finest the country could produce. This proposed 
hospital would supply that lack. Furthermore, 
once given its initial donations, it would thereafter 
be self-sustaining and would not enter into further 
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A hospital run along hotel lines, by 
men with no preconceived ideas as to 
hospital management — Doctors 


Hospital, New York City— forms 
the goal of the Little Journey this 
month. A brief survey of its activities 
should be of interest to every hospital 
executive as marking a style trend 
in public service at no sacrifice what- 
soever to professional requirements 


competition with other institutions appealing for 
public support. 

The project was entered into enthusiastically by 
this group of doctors and their supporters with the 
result that in 1930 Doctors Hospital with a bed 
capacity of 275 opened its doors, and the public 
first became acquainted with a new type of hospital 
service, significant in that it marked a new trend 
in catering to public demand. Results recorded to 
date are not to be judged as any fair criterion of 
the ultimate success of such an idea, for even before 
the doors of the pretentious building were thrown 
open, the organization was faced with the problem 
of combating a business cataclysm that threatened 
to demolish institutions already long established. 
That the institution has continued to carry on dur- 
ing recent years is sufficient proof of its potential 
services under conditions 
that are less chaotic. 

Doctors Hospital, as al- 
ready indicated, was de- 
signed to provide the ut- 
most in comfortable sur- 
roundings while patients 
undergo medical treat- 
ment. Practically every 
hotel convenience is at the 


Private rooms are at- 
tractively furnished 
in various color com- 
binations. Rugs on 
the floors and effec- 
tive chintz hangings 
at the windows give 
a homelike atmos- 
phere to these rooms. 
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disposal of patients and they have the privilege of 
entertaining visitors much as they would do in 
their own homes. Yet because the hospital is spon- 
sored and maintained by some of the leading phy- 
sicians in the city, patients are at the same time 
assured the finest and most complete facilities for 
modern medical care. 

Because its set-up differs widely from customary 
hospital operation, the institution lends itself to 
close observation and should prove of interest to 
hospital executives who, while perhaps temporarily 
discouraged over the likelihood of ever making a 
feature of de luxe service, may find features here 
and there that can be noted for future reference. 

The institution, with a pay roll of 300 persons 
including the resident medical, surgical and obstet- 
ric staff and the nursing staff, is logically admin- 
istered by business men under the guidance of a 
board of directors comprising eleven members— 
four doctors and seven business men. In addition 
to this, there is an administrative committee of ten 
doctors that meets each month, and also a house 
committee of five men, each one a member of the 
administrative committee, that meets once a week. 
The business affairs of the hospital are in the hands 
of men employed as in any business organization 
to carry on the work of the different departments 
such as bookkeeping, finance and public relations. 

The hospital has a medical board of 175 doctors. 
Many other physicians of standing have secured 
the privilege of using the hospital by action of the 
board of directors after having received the en- 
dorsement of at least two of the regularly consti- 
tuted medical board. 

The house staff is made up of a resident for each 
service—medical, surgical and obstetric. Each res- 
ident must have had three years of outside hospital 
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work. Each of these three residents has an assist- 
ant who must be a doctor with at least two years 
of hospital training to his credit. These men live 
in the hospital and are available at all times to 
work with the attending physician and to assist 
in operations and deliveries. There are no student 
interns. 

There is no nursing school associated with the 
hospital. Floor supervisors, operating room nurses 
and others on the staff are all registered nurses, 
practically all of whom live out of the building. 
Special nurses are chosen from a selected group 
that is familiar with the hospital and known per- 
sonally to many of the patients. 

Such an arrangement obviously simplifies oper- 
ating routine in large measure and eliminates many 
problems frequently encountered in hospital ad- 
ministration. 

Certain details in the management are interest- 
ing in that they are based wholly on what, from 
the layman’s point of view, the public expects from 
the hospital in the way of service. For example, 
employees are encouraged to address patients and 
visitors by name, thus making them feel thor- 
oughly at home. It made a particularly favorable 
impression on a woman visitor who walked one 
day into the dining room which, by the way, is a 
particularly interesting feature of the hospital, 
when the head waiter stepped up and called her by 
name. Telephone girls, elevator boys and other 
attendants are all carefully chosen for their adapt- 
ability to meet this particular clientele. 

From the outside, the hospital is not unlike any 
of the numerous handsome apartment houses that 
line the streets of New York’s more select resi- 
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dential districts. It is situated on East End Avenue 
and extends from Eighty-Seventh to Eighty-Eighth 
Streets. Directly in front of it Carl Schurz Park 
slopes down to the East River. It would be hard 
to imagine a more restful view than that from the 
front rooms or the roofs with the park and the 
river directly below, and the noise of the surround- 
ing city but a distant hum. The building, rising 
fourteen stories above the street, has two base- 
ments. The top of the penthouse is approximately 
190 feet above the curb. Crow, Lewis and Wick 
were the architects. 

The impression gained on entering the first floor 
is that of a high class residential hotel. A liveried 
attendant stands at the entrance and opens the 
door into a reception hallway that leads directly 
into a long corridor running the entire width of 
the building. Mauve carpet covers the floor and 
soft colors, with green predominating, are em- 
ployed on the walls as well as in the upholstery 
materials and hangings. A boy in dark green uni- 
form steps up and inquires whether he can be of 
help. To the right, as the visitor enters the main 
corridor, are the business offices. These are parti- 
tioned off by glass and wood exactly as in a hotel. 
The admitting room doorway is nearest the en- 
trance. Across the corridor and past the elevators, 
a spacious lounge invites those who have occasion 
to wait. Here soft lamps adorn council tables and 
inviting chairs promise perfect comfort. 

Down the corridor and to the right of the main 
entrance is another hallway that in hotel parlance 
might well be the arcade. Here are a newspaper 
and magazine stand, barber shop, beauty parlor, 
tailor and florist shops and public stenographers. 
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The first floor plan. 
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Paneled walls, a decorated ceiling and a fireplace are features of the hospital's library. 


teturning to the main corridor and continuing on 

through a doorway the visitor finds a series of 
offices occupied by department heads and the nurs- 
ing office. Off from this at right angles is the ambu- 
lance entrance, completely enclosed. An emergency 
operating room is directly opposite so that if nec- 
essary attention may be given the patient before 
removing him upstairs. 

Now back to the entrance where a turn to the 
left down the central corridor discloses on the one 
side a series of smaller reception rooms decorated, 
as was the entire hospital, by a woman prominent 
in the city’s public and social life who performed 
this service with no recompense. These rooms are 
designed for visitors and even for convalescent pa- 
tients. On the opposite side of the corridor are 
private offices, the board room and a large library. 
At the end is the dining room already mentioned. 

In every detail this dining room is a typical 
New York hotel restaurant. The 4 la carte menu 
is as complete as that of any hotel. For those who 
prefer it table d’héte luncheons and dinners are 
served daily. Relatives and friends of patients and 
attending physicians in the hospital are served 
here, or if they prefer, meals are served by the 
Same waiters in the rooms upstairs. Waiters take 





charge of all room service, including tea or sand- 
wiches ordered by the patient to be sent to the 
solarium or roof. 

Considerable business comes into this dining 
room, too, from the guest suites on the third floor. 
This floor is reserved for the exclusive use of 
friends or relatives of patients who want to be 
near at hand. In the event of serious illness, an 
entire family frequently occupies a suite of three 
or four rooms on the guest floor for several days. 
This floor is laid out exactly like all the others, 
however, so that in the event of a demand for space 
it can be turned over for hospital use. 

A regular hotel man is employed to run the res- 
taurant, buy all general supplies and arrange the 
menus, both for the restaurant and for the regular 
hospital service. Special diets, of course, are under 
the jurisdiction of a trained dietitian. 

Every day patients are supplied an attractive 
menu card for the three meals for the following 
day. The items wanted are checked and returned 
to the kitchen. Food leaves the kitchen in electri- 
cally heated wagons and is served to patients from 
diet kitchens on each floor. Trays are made attrac- 
tive with fine linen tray doilies and china decorated 
with a band of bright flowers. Plain white china 











74 THE MODERN HOSPITAL 


with gold border and bearing the insignia of the 
hospital in gold is used in guest service. 

As has already been indicated, there have been 
no preconceived notions of hospital management 
in operating Doctors Hospital. It was decided in 
the beginning that all charges for special nurses 
should be paid by the patient direct to the nurse, 
not appearing on the bill as is the case in many 
large metropolitan hospitals. This saves consider- 
able bookkeeping for the hospital and also elimi- 
nates any feeling on the patient’s part that his 
hospital bill is high, when a substantial part of it 
is for nursing care. According to the management 
this plan has worked out well, the fears of some of 
the doctors notwithstanding. Room rates do not 
include floor nursing. A charge of $1 is made for 
each twelve hours’ nursing by graduate nurses for 
any patient who does not employ a special nurse. 


Rates From $7 to $35 a Day 


All floors in the hospital are arranged in private 
rooms with the exception of one which, as a con- 
cession to bad times, has been given over to semi- 
private accommodations. These rooms are fitted 
for two-bed and three-bed occupancy. Here the 
nursing charge is 50 cents for each twelve hours of 
floor nursing care. 

All private rooms are attractively furnished in 
various color combinations. There are rugs on the 
floors, effective chintz hangings at the windows 
and comfortable lounge chairs. Rates vary, of 
course, depending upon the location, size of the 
room and whether or not it has a private bath. All 
private rooms have complete lavatories and many 
have private bathrooms. 

Two large rooms situated on the corners of the 
tenth floor are shown to patients who frankly ad- 
mit that they must have the best and that money 
is no object. For the privilege of occupying one 
of these rooms, with its four great windows and 
its spacious bath, the patient pays $35 a day. Com- 
fortable accommodations may be had generally, 
however, for from $10 to $18 a day, while accom- 
modations in the two-bed and three-bed rooms may 
be had for $7. 

The fixed cost of a normal case, for example, 
includes the room at the rate selected, the usual 
menu, attention of residents and the ordinary drug 
formulary. A charge of $25 is made for the oper- 
ating or delivery rooms and a charge of $1 a day 
for the nursery on the obstetric floor. In addition, 
of course, there is a charge for floor nursing in the 
event that a special nurse is not supplied. 

The rate for special nurses is $6 a day of twelve 
hours and the charge for special nurse board is 
$2 for each twelve-hour day. The hospital also 
offers an eight-hour nursing service at $5 with a 
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charge of $1 to the patient to cover one meal for 
the nurse and floor nursing care for the remainder 
of the twelve-hour period. 

Each floor has a small lounge directly off from 
the elevator lobby where visitors may wait while 
the patient is receiving care. Each floor, too, has 
its own pantry from which food is served from the 
food carts to the patients’ trays. Individual ice 
boxes are provided for each room with locks to 
ensure safe keeping for special delicacies, and there 
are flower rooms with huge refrigerators where 
flowers may be kept and arranged. 

An entire floor is given over to the operating 
rooms, twelve in all, including two for nose and 
throat, with wash-up and sterilizing rooms; six 
general operating rooms with wash-up and steriliz- 
ing rooms, and four delivery rooms and sterilizing 
rooms. In this suite there are also four anes- 
thetizing rooms, instrument room, tissue labora- 
tory and nurses’ workroom. 

Mention should also be made of the hydrotherapy 
and physiotherapy departments which are supplied 
with all the latest equipment. A gymnasium is in- 
cluded, and here, as in the x-ray department, at- 
tractive dressing and retiring rooms are provided 
for patients’ use. 

The complete x-ray department includes a recep- 
tion room, viewing room, office, deep therapy room, 
two cystoscopic rooms, fracture room, gastro-in- 
testinal room, fluoroscopic room and spine x-ray 
room. There is also a complete general laboratory 
equipped for all types of work of that nature. 


Visitors Have Hotel Comforts 


Even the presence of all this modern equipment, 
however, does not detract from the visitor’s im- 
pression that he is being conducted through a fine 
hotel with certain departments devoted to building 
health. Even the operating rooms seem less for- 
bidding because of the presence of huge windows 
overlooking the park and the East River. 

Back on the main floor a business man, on his 
way to have dinner with his wife, hurries past with 
a friendly nod at the floor man. There is no re- 
striction on visiting hours to patients in private 
rooms, and even in the two-bed and three-bed rooms 
considerable latitude is allowed if the patient’s con- 
dition permits. 

Excellent service it is without question, and obvi- 
ously designed for those who appreciate it. On the 
other hand, with more and more discussion about 
the need for the modern hospital to parallel the 
hotel in its service so far as it is practical to do so, 
the operation of Doctors Hospital is significant. It 
carries the hotel atmosphere many steps further, 
and successfully too, adverse conditions not with- 
standing. 
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How to Purchase and Control 
Institutional Supplies 


By B. HENRY MASON, M.D. 


Superintendent, Waterbury Hospital, Waterbury, Conn. 


ARKED changes have taken place since 

M the inception of the machine age, and 

especially during the last thirty years, 

in methods of manufacturing and handling goods. 

In conjunction with these changes, the science of 

psychology has come to play an important part in 
the influencing of men. 

Aristotle, the father of psychology, defined it as 
the “‘science of the soul.” For centuries students 
endeavored to find the source of intellectual activ- 
ity in man during life, and to solve the mysteries 
of its flight and abode after death. Little or no 
progress was made by Aristotle and his followers, 
and a new school was formed that regarded psy- 
chology as the “science of the mind.” With the 
development of the sciences during the past cen- 
tury, a breadth of vision was gained that resulted 
in the definition of psychology as the “science of 
consciousness and behavior.” While I know of no 
book on the psychology of buying, there is consid- 
erable material on advertising and selling that is of 
direct value if it is viewed from the angle of the 
buyer. Two worth while books on the subject of 
advertising and selling are “Psychology in Adver- 
tising” by Poffenberger and “Advertising and Sell- 
ing” by Hollingsworth. 


Seller Is on the Defensive 


The salesman’s dominant interest is to persuade 
people to buy his products at a profit. The hospital 
buyer’s principal concern is the service he can get 
from the salesman’s commodity. The seller is al- 
ways on the defensive when dealing with an experi- 
enced buyer. All methods of influencing men may 
be classified either as argument or as suggestion. 
Most salesmen are fully cognizant of the fact that 
suggestion is more subtle than argument in sales 
work. 

Contrary to teachings that man is inherently a 
logical being who weighs evidence and by the proc- 
ess of reasoning reaches conclusions on which he 
bases action, it has been stated by an eminent psy- 
chologist that most human beings do not reason, 
but that their acts are the result of imitation, habit, 
Suggestion or some form of thinking definitely 





Institutional buying should be under 
centralized control. The buyer, who 
must have executive ability coupled 
with trang and experience, should 
avoid entangling alliances and should 
take full advantage of open market buy- 
ing. A centralized and well planned 
general store and an adequate record 
system are 1mportant aids in the 
handling of institutional supplies 


below reasoning. We often perform acts or arrive 
at opinions in reaction to simple suggestions. Logi- 
cal reasoning is not necessary in order for a man 
to be a successful salesman, but personality and 
the art of tactful suggestion are of major impor- 
tance. I have known of honest buyers who had 
become so satisfied with a salesman who was a 
“good fellow” that all their orders were placed with 
him without securing bids on the same quality of 
goods from other houses. Such a practice is not 
conducive to economical buying, and it is open to 
suspicion and criticism by competitive houses. 
From childhood, we have all been accustomed to 
respond to suggestion to such an extent that the 
habit is likely to be active in purchasing supplies, 
even though we intend to make such purchases 
only after sufficient deliberation. Deliberation 
might be defined as an elaborate and exhausting 
process of thought. It is that activity of mind that 
is necessary when the purchase of supplies of an 
uncommon nature is under consideration. Such 
factors as shape, space, adaptability for a particu- 
lar purpose, appearance, quality and cost must re- 
ceive careful thought and investigation. Also when 
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the buyer is considering the purchase of a certain 
material—coal, for example—other economic ques- 
tions arise. Can money be saved for the institution 
by buying directly from the mine? What are the 
nearest sources? What are the means of transpor- 
tation? What are the various elements that must 
be understood in determining delivery price? 


Keeping Free of Entangling Alliances 


A want is usually associated with a definite emo- 
tional attitude. However, this state is probably 
near the zero point in the experienced institutional 
buyer. But circumstances may arise that allow a 
clever salesman to play on his victim’s emotions 
through the avenues of pride, disgust or even fear. 
The salesman may, for example, draw a verbal pic- 
ture of the unfavorable public opinion that is sure 
to result from grimy dishes, walls or floors unless 
his particular dish powder, wall cleaner or floor 
polish is adopted. Salesmen will at times use un- 
usual and perhaps convincing arguments carefully 
interspersed with effective flattery. Such a weapon 
in the hands of an able salesman may lead prospec- 
tive buyers to believe that they are following their 
reason. 

It behooves anyone who has to perform the du- 
ties of purchasing agent to keep himself free from 
entangling alliances and to take full advantage of 
open market buying. The responsibility of pur- 
chasing supplies for a hospital cannot be delegated 
to a novice. An individual must have executive 
ability as well as adequate experience and training 
before he should be allowed to spend the funds of 
an institution that uses in some form nearly every 
commodity that enters into the economic life of our 
people. 

All institutional buying should be under central- 
ized control, whether it is done by the superintend- 
ent, by his assistant, or, as is the practice in some 
large hospitals and especially state institutions, by 
a steward working under the general supervision 
of the superintendent. The practice of allowing 
heads of departments to buy, often spoken of as 
departmental buying or decentralized purchasing, 
is still thought by some persons to be desirable in 
small institutions, but it is not generally considered 
to be conducive to the best results. 

Hospital purchasing in its broadest aspect may 
be said to include the selection and buying of mate- 
rial, equipment and supplies required in hospital 
construction, as well as for current operation. Dr. 
A. R. Warner’, a former secretary of the American 
Hospital Association, divided them into six groups: 
(1) building material, mechanical equipment and 
accessories; (2) general furnishings, equipment 
and supplies; (3) clinical and scientific equipment 


1The Modern Hospital Year Book, Seventh Edition, p. 145. 
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and supplies; (4) laundry equipment and supplies; 
(5) fuel service, equipment, utensils and supplies, 
and (6) food and beverages. 

It might be of more practical value to consider 
purchases from the point of view of budgeting con- 
trol. We will then make three main divisions: (1) 
personal services, (2) supplies and expenses and 
(3) capital expenditures. 

Personal services, which broadly include profes- 
sional, skilled and common labor, constitute about 
one-half of the operating cost of a general hospital 
and must be subdivided departmentally. The sec- 
ond division, supplies and expenses, must also be 
subdivided in accordance with the bookkeeping 
set-up of the institution. The third, capital ex- 
penditures, includes cost of new construction, cor- 
porate expense and any other expenditure that 
does not properly belong under maintenance cost 
of operation. 

Standardization is an economic prerequisite for 
hospitals. Definite standards should be established 
so that the buyer will know definitely the grade of 
beef, canned tomatoes or enamel ware that will be 
most serviceable. Intimate knowledge of particu- 
lar needs to be met, a definite standard line or arti- 
cle previously fixed by the institution, and consul- 
tation with the head of the department for which 
the article is to be purchased, will aid the buyer 
in arriving at an intelligent choice. 


Buy on a Competitive Basis 


The buyer must be able to determine on the first 
of each month the exact commodities to be pur- 
chased in order to avoid overlooking some articles 
and overstocking others. This information will al- 
ways be available if a form called “stock require- 
ments” is placed at the entrance to each section con- 
taining stock. On this form the storeman records 
at the time of filling requisitions the name of every 
article that he finds is reduced to the minimum 
quantity. The buyer can of course check the list 
with the stock clerk. This will prevent emergency 
requisitions from the storeman for articles out of 
stock. 

The method-of making purchases is just as im- 
portant as is the knowledge of needs on the part 
of the purchaser. What to buy and what not to 
buy on contract is a problem that should be studied 
thoroughly by every superintendent and buyer. 
Many other questions besides quality, cost and 
service should be seriously considered in arriving 
at a wise decision. It is my opinion that flat rate 
contracts should not be made, and contracts writ- 
ten on a cost plus basis, as well as those based on 
quantity or use, should be avoided as a rule. How- 
ever, a contract that definitely offers the buyer the 
advantage of decline in price and protection against 
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advance is often good business. Centralized or 
group contract buying, as represented by the Hos- 
pital Bureau of Standards and Supplies of New 
York or the Cleveland Hospital Council, is also con- 
ducive to definite economic results. 

All buying should be done on a competitive basis. 
It is desirable to use a quotation sheet or proposal 
on which are printed the conditions controlling the 
proposed bids and purchases, as well as the speci- 
fications that form the basis of the quality of the 
article, the quantity, unit of measure, unit price 
and total cost. The point of delivery and terms 
should also be stated in the proposal. This form 
should be used at all times when securing bids, 
whether for spot or future deliveries or contract, 
and al! quotations should be properly filed. Some 
institutional buyers, however, feel that it is just 
as satisfactory and more economical when asking 
for quotations to put their specifications and con- 
ditions in letter form. Courtesy requires that un- 
successful bidders be notified by letter. 


The Purchase Order Form 


After quotations have been analyzed and the 
successful firm has been determined, the purchase 
order is written. The form used by most hospitals 
is in triplicate, though some organizations require 
more than two carbon copies. The original is sent 
to the company from which the commodities are to 
be purchased, the first carbon or pink sheet is sent 
to the business office, and the second carbon or blue 
sheet is sent to the hospital store or receiving room. 
It is convenient to have two or even three sizes— 
a small pocket size and larger ones for use when 
several articles are to be ordered. Order numbers 
on each form should run in serial and a printed 
statement should indicate that this number must 
appear on the invoice. 

In addition, the order should include all pertinent 
facts involved in the purchase—quantity, quality, 
where f.o.b., price, delivery time and terms. Food 
supplies should be purchased in season whenever 
possible. Specifications should be so drawn that 
there will be no error with respect to the quality of 
the article. It is often desirable to incorporate a 
clause that will permit the institution to purchase 
in the open market should the contractor fail to 
make proper deliveries, the difference in cost to be 
met by the contractor. However, this would re- 
quire the contractor to furnish a bond to guarantee 
performance of contract. 

There should be one receiving room for practi- 
cally all goods, and one person, preferably the man 
in charge of the store, should be held responsible 
for their receipt, inspection, count or weight. Phar- 
maceutical supplies and surgical instruments may 
be exceptions to this regulation. It would be diffi- 
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cult to stress too forcibly the importance of a care- 
ful and accurate check of all goods received. It isa 
desirable practice to have a receiving slip on which 
is recorded all goods received during the day. The 
original is perforated, to be detached and delivered 
to the business office daily, and a carbon copy is 
retained for the storeman’s record. Thus, when the 
entire order is not received in one shipment, the 
confusion that might result if the record were 
made only on the storeman’s carbon copy of the 
order is avoided. The stock as shown on the receiv- 
ing slip is transferred daily by a clerk to the stock 
cards, and the bookkeeper also compares this with 
her carbon copy of the purchase order in checking 
the invoices. The storeroom copy of the purchase 
order is filed with the invoice. 

Occasionally goods are received that do not meet 
specifications or that have been damaged in transit. 
Or possibly an error is made in the quantity 
shipped. Such irregularity of course calls for ad- 
justment or the return of the entire order. When 
arrangements are made for the return of goods, the 
necessary procedure is mainly the reverse of that 
for their purchase after the action to be taken has 
been determined by contact with the vender. A 
returned goods slip is made out by the storeman 
and sent to the business office where a record is 
made and the vender is billed. He in turn issues to 
the hospital credit for goods received, thus closing 
the transaction with loss to the vender and lack of 
satisfaction to the buyer. 

Prompt payment of bills is definitely good busi- 
ness. This promotes better feeling toward the hos- 
pital, especially on the part of local concerns that 
contribute annually to the institution. The finan- 
cial advantage of securing cash discounts when- 
ever possible should not be overlooked. 


Perpetual Inventory Is Essential 


One cannot deal with the subject of buying insti- 
tutional supplies without mentioning the economic 
necessity of a well planned, centralized and organ- 
ized general store in charge of an honest, intelli- 
gent and experienced man. Proper care of supplies 
in the store can be maintained only by a well estab- 
lished and definite routine for their supervision and 
issuance. One of the essentials, therefore, is a per- 
petual inventory so that the commodity in stock 
is a matter of record at all times. The most con- 
venient method, and the one now quite generally 
used, is to keep a stock card for each article. 

The card is carried in a visible index file and 
should show the names of firms from which the 
commodity has been purchased at various times, 
the name of the article and a brief description 
when necessary, the date, quantity received, unit, 
rate, quantity delivered, place of delivery, the bal- 
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ance on hand and the maximum and minimum quan- 
tities to stock. This record shows the speed of con- 
sumption and it may also be used to check the 
storeman’s monthly requisition to the buyer for 
new stock. If the perpetual inventory is properly 
handled, it should not be necessary to take a physi- 
cal inventory more than once a year. 

While the quality and quantity of all supplies 
must be such as to promote efficient service, due 
diligence must be exercised in their use in order to 
prevent waste. Extravagant use of supplies and 
inadequate control of their disbursement are just 
as responsible for financial losses as are inefficient 
purchasing methods. The store should be securely 
locked when the storeman or his representative are 
off duty and no one should be allowed to enter ex- 
cept in the performance of hospital duties. Supplies 
should not leave the store except on a regular req- 
uisition duly signed and approved by the superin- 
tendent or by someone who has been authorized 
to represent him. 


How to Reduce Breakage 


One day in the week should be known as “req- 
uisition day.’”’ At this time requisitions should be 
presented by the heads of the various departments 
to the superintendent for his inspection and ap- 
proval. Requisitions are then delivered to the man 
in charge of the store to be filled the following day. 

tequisitions for food and drugs must be filled daily. 

Articles that are no longer serviceable are returned 
for exchange, and a record is made in the column 
bearing the heading, “Returned.” The requisition 
should accompany the goods to the place of delivery 
where the person in charge checks off the articles 
received and signs for them. The requisitions are 
finally sent to the business office where the neces- 
sary deductions from the stock cards and other rec- 
ords are made. To prevent certain departments 
from becoming, to a degree, secondary storerooms, 
it is not only necessary to inspect all requisitions 
carefully, but also to make a weekly inspection of 
their supplies on hand to prevent hoarding. 

It is practical to have in serving rooms and in 
all wards fracture boxes where broken dishes and 
utensils are placed to be returned to the store on 
requisition for replacement. Breakage may be held 
down by offering dishwashers and waitresses a 
bonus when breakage for a month falls below a cer- 
tain point. The amount each receives will depend 
upon the amount saved when the breakage falls 
below the established normal breakage mark. 

Most state hospitals and a few general hospitals 
operate farms where a large amount of garden 
produce, milk, eggs, poultry and pork are produced 
for consumption in the institution. A practical 
method of handling and evaluating farm products 
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is described as follows by Warren A. Merrill, busi- 
ness agent of the Department of Mental Diseases 
of Massachusetts :- 

“The Department of Mental Diseases has super- 
vision over several farms producing a large amount 
of farm products. This department is called upon 
to sit in with the comptroller’s office in collaborat- 
ing or making up prices on home produced food- 
stuffs for the ensuing year. All these prices are a 
trifle less than the average wholesale prices on 
these commodities, due to the fact that the institu- 
tion is a market and no deliveries have to be made 
to central points. 

“The question of shrinkage does not come into 
the purchase price as the farm carries the stock of 
food products, whatever it may be, and receives 
credit only for what is delivered to the institution 
by requisition. For the purpose of making up an- 
nual farm reports, shrinkage is accounted for un- 
der two headings—-spoilage and actual shrinkage. 
Therefore the farm is credited only with products 
that can be turned over to the institution for im- 
mediate consumption.” 

Control of waste, especially as it pertains to food, 
also deserves attention. Proper facilities for stor- 
age of perishable supplies and control over dis- 
bursements of all foodstuffs by having the amounts 
requisitioned determined by estimates made on a 
per capita food allowance basis, are essential re- 
quirements toward economical operation of insti- 
tutional kitchens and dining rooms. It is also 
important that due diligence be exercised in the 
various units of the institution in order to prevent 
waste of food. 

Routine inspection and weighing of the contents 
of all garbage containers that leave the wards, din- 
ing rooms and kitchens reveal the kind as well as 
the quantity of waste, and a normal or reasonable 
amount per unit may then be determined. Many 
state institutions maintain a daily or perpetual rec- 
ord by dividing garbage into usable waste—that 
which is suitable as food for swine and poultry— 
and unusable waste—such as corn cobs and citrous 
fruit peelings.* 





1Read at the convention of the American Hospital Association, 
Milwaukee. 





These Three Rules Ensure a 
Good Lacquer Job 


There are three rules that ensure a good lacquer job, 
according to Zoe A. Battu and Theodore W. Quandt, writ- 
ing in Buildings and Building Management. These rules 
are: (1) use a good grade of clear lacquer or lacquer 
enamel; (2) use a thinner of the same grade, made by the 
same manufacturer, and (3) have the surface chemically 
clean and perfectly dry. 
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What Fight-Hour Day Means 


to Private Duty Nurses 


By MARY LEE MITCHELL, R.N. 


St. Louis 


duty nurses, has at last come true for us in 
St. Louis. 

We had been getting $6 a day for twelve-hour 
duty, the patient paying $1.50 a day for each 
nurse’s meals, the total cost thus amounting to $15 
for twenty-four-hour nursing care. It was felt 
that it would be unfair and no help to unemploy- 
ment to put any greater burden on the patient, so 
after discussion at a special meeting of private 
duty nurses the decision was reached to charge $5 
for the eight-hour day, and buy our own meals, the 
patient still paying $15 a day. This was taking a 
big reduction in our day’s fee, but increasing our 
hourly fee from 50 cents to 6214 cents, and giving 
us four extra hours to ourselves. 

We then asked the district to ratify our plans 
and put them into effect by October 1, 1933. Real- 
izing that the good will of doctors and hospitals 
was necessary for the successful operation of a 
plan that so radically changed the nursing sched- 
ule, a meeting was called to which representatives 
of the hospital associations, the medical associa- 
tions and the health bureaus were invited. Most 
of the hospital representatives were cooperative. 

The next step was to send notices explaining the 
plan to each individual hospital, doctor and nurse 
in the district, notifying them that the new sched- 
ule would go into effect October 1. All but one 
hospital accepted it—a railroad hospital where few 
private duty nurses are employed. 


Patients Like the Plan 


B IGHT-HOUR duty, the dream of all private 


The public and the doctors still need educating. 
Twelve-hour and even some twenty-four-hour 
nurses are being called in homes. At first the laity 
held up their hands in horror when we spoke of 
three nurses, but when they learn what this means 
in nursing care they will welcome the change. Pa- 
tients after trying three nurses admit that they 
are benefiting by the plan and that they like it. 

One patient told me that he would never have 
even two nurses in his home—one disrupted things 
enough. Cannot we teach the public that it is not 
the nurse who disrunts and upsets the home, but 
illness? Cannot they be made to understand that 
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an expert has been called in to 
take charge, and that the greater 
help and cooperation she is given 
the sooner the home will return 
to normal? 

As for the effect on employ- 
ment, here are a few statistics. 
Before October 1, when the eight- 
hour schedule went into effect, 
the waiting list on the register 
could not be brought under 400. 
Since that date 285 has been the greatest number on 
the list, and it has seldom been more than 200. In 
one hospital during October, 1933, there were 158 
more nursing days than in October, 1932; in No- 
vember, 1933, 125 more than in November, 1932. 
One unexpected result is that there are almost 100 
more calls a month for the 11 p.m. to 7 a.m. nurse 
than for the other two shifts, and the 3 p.m. to 11 
p.m. period has the next largest number of calls. 

Progressive, open-minded doctors admit that 
they approve of the change. Those who disapprove 
give such criticisms as these: They have to deal 
with different nurses on their morning and evening 
visits ; they have to repeat the orders to each nurse ; 
the nurses are giving up too much. This last criti- 
cism is the only oue needing an answer. What we 
are losing is $1 a day and our meals, and we are 
gaining four hours, a chance to live and do the 
things we have been wanting to do all these years. 


Meal Problem Met in Different Ways 


Some of the nurses objected to the change. They 
caused quite an uproar, going to the doctors and 
trying to arouse added opposition. Now most of 
them are vociferous in their praise of the new plan. 

The problem of meals is still unsolved in many 
hospitals. Some of them have arranged fountain 
or tea room service, where a cheap lunch, with a 
choice of menu, may be had. This is, to my mind, 
the ideal arrangement. Others charge a moderate 
price for the regular meal, and the nurses have the 
privilege of eating it or not. The nurse who lives 
ina room and goes out for her meals can make this 
her main meal but the nurse having her own apart- 
ment or living at home can prepare her main meal 
so much more cheaply that it is not practical to eat 
the hospital meal. 

How many times has the nurse refused invita- 
tions because after being on duty from 7 a.m. to 
7 p.m. she had only time to clean her white shoes, 
put buttons in a clean uniform, take a bath and 
fall into bed? Now she goes of duty at 3 p.m., 
rests, goes out to dinner or the theater, gets her 
night’s sleep, and is not worn out next day.' 


1Read at the biennial convention of the American Nurses’ Association, 
Washington, D. C., April 24, 1934, 
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Someone Has Asked— 


When a Patient Demands Dis- 
charge Without Paying, Then 
What? 


A nurse superintendent reports that 
in her hospital patients are refused 
discharge until their fees have been 
entirely met. This rule amounts to the 
illegal imprisonment of a patient for 
debt, for by denying his request to go 
home one in reality deprives him of his 
liberty. 

The occurrence of a few such un- 
pleasant situations can work the hos- 
pital much harm. Owing to the popu- 
larity of institutional experiences as a 
topic of conversation, the whole com- 
munity in but a few days has heard 
that a certain hospital is apparently 
without conscience in its dealings with 
its patients. A real fear of entering 
its doors is aroused. 

This practice of denying a patient 
his discharge is to be condemned, 
for it is not founded upon justice or 
even upon ordinary business sense. If 
a hospital finds difficulty in collecting 
ward rates upon the discharge of pa- 
tients, then an attempt should be made 
to collect the bills upon admiczsion. If 
neither can be done and if a patient 
urgently requires care, then ward rates 
should be franked. 

No hospital can exist except upon 
the good will of its community. A su- 
perintendent who permits unfair prac- 
tices to be carried out or who partici- 
pates in such a plan is unfit to be 
placed at the head of a charitable in- 
stitution. 


What Place Should Periodic 
Health Examinations Play 
in Hospitals? 


The recent outbreak of amebic dys- 
entery emphasizes again the desir- 
ability of frequent examination of food 
handlers and other hospital employees 
who come in contact with patients. 

No hospital executive who has per- 
sistently followed the practice of peri- 
odic health examinations will disagree 
with the statement that it is not an 
uncommon event to detect venereal dis- 
ease in an infectious state among hos- 
pital orderlies, porters, waiters and 
even chefs. 

In some hospitals, this class of work- 
ers is examined every three months. 
The period of time elapsing between 
infection and the development of trans- 
missible lesions is such that a quar- 


terly examination is not always a safe- 
guard against the existence for many 
days or weeks of an infectious state. 
Were such examinations not so time 
consuming and were the difficulties in- 
cident to absenting employees from 
their work not so embarrassing, a 
monthly check-up would be advisable. 
Every orderly and food handler should 
certainly be Wassermannized at least 
twice a year. 

A physical examination of food han- 
dlers should be performed at least 
every two months. Every new employee 
should be thoroughly checked. 

Periodic health examinations of 
nurses should be performed at least 
annually. 

Suitable preventive measures should 
then be taken for such conditions as 
typhoid, diphtheria and scarlet fever. 
It would be splendid if every food 
handler could have at least one stool 
examination for the discovery of pos- 
sible typhoid carriers. In some insti- 
tutions this is insisted upon in order 
that certain detection of this typhoid 
menace can be made. 

The hospital should surely set the 
example for periodic health examina- 
tions and the superintendent should 
not refrain from including his name 
on the list of those first to be examined. 


Is It Necessary to X-Ray the 
Thymus of All Newborn? 


The director of a maternity hospital 
asks for information on this point. For 
the last two years every newborn in- 
fant in his institution has been x-rayed, 
but recently a difference of staff opin- 
ion has arisen as to the necessity for 
this procedure. 

Obstetricians lack unanimity of 
opinion as to the part played by the 
thymus in producing the tragic sudden 
deaths that are too frequently observed 
among the newborn. There are those 
who believe that the persistent or en- 
larged thymus is capable of so obstruct- 
ing the trachea or larger bronchi of 
infants that strangulation § results. 
Others conclude that if an enlarged 
thymus works harm in the case of the 
newborn, it is by a purely reflex nerv- 
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ous mechanism. Still a third group 
scoffs at the possibility of the thymus 
playing any part in these tragic acci- 
dents. 

In a small percentage of cases x-ray 
evidence of a persistent or enlarged 
thymus is found. In some of these, 
postmortem findings have conclusively 
shown that a large thymus was pres- 
ent. In none can it be proved beyond 
doubt that the thymus caused death. 
It seems fair to suspect, however, a 
causative connection between hyper- 
trophy of this gland and the death of 
the child. 

In the light of present knowledge it 
seems reasonable to conclude that it 
would be far better unnecessarily to 
x-ray and later treat many hundreds 
of children if only one life could be 
thus saved. 


Should Nurses Be Charged for 
Lost Instruments ? 


Some hospitals endeavor to reduce 
losses resulting from the unexplained 
disappearance of instruments by re- 
quiring nurses to pay for each article 
lost. The fairness of this practice has 
been questioned by a director of nurses 
in a Southern hospital from whom 
emanates a query as to the opinion of 
executives generally on this point. 

Theft of instruments takes place in 
some institutions largely because in- 
terns, about to finish their course, try 
to furnish their offices without any 
expense to themselves. Nor can it be 
denied that some nurses wink at this 
petty larceny. In cases in which this 
situation has developed, to require the 
nurse to pay for lost instruments im- 
mediately puts a stop to the abuse. 
When unnecessary carelessness on the 
part of the nurse is found, she should 
be held financially responsible. 

Whenever the hospital does not fur- 
nish proper locked space for the stor- 
age of instruments or when, because 
of the nature of the work being per- 
formed, as in the accident ward or 
dispensary, continuous surveillance of 
instruments is impossible, it is unfair 
for the nurse to be required to pay for 
such losses. 

To adopt a picayune policy of re- 
quiring unpaid pupil nurses to reim- 
burse the hospital for instruments lost 
through the neglect of its executive is 
oppression of the worst sort. 


If you have any questions to ask, the editor ull 
be glad to discuss these m a forthcoming issue 
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A Cooperative Salary Plan That 
Is Endorsed by Employees 


three years hospitals have met the difficult 
financial situation through what is sometimes 
called a cooperative salary plan. 

Inasmuch as hearty cooperation of the person- 
nel is necessary to ensure the success of such a 
plan, this designation seems most fitting. But 
regardless of designation, I believe that the method 
employed is essentially the same in each case. The 
plan provides for distribution of available funds 
as salaries and wages in whatever percentage of 
basic rates is possible after other current expenses 
have been met. 

This does not necessarily mean that payment on 
current obligations is applied to the previous 
month’s purchases, but that the equivalent of the 
previous month’s bills is applied to accounts pay- 
able as a whole. In this way accounts payable will 
not be increased and the hospital is enabled to 
operate on a balanced budget. 

It may be of interest to readers to know how a 
plan of this kind has worked out in one hospital 
over a period of two years. 


1ROM time to time during the past two or 


Empleyees Approved of the Plan 


During the fall of 1930 and again in the early 
part of 1931, it was necessary to effect substantial 
pay roll reductions. Because of the generous rates 
that had previously existed and because of greatly 
curtailed operating funds, these reductions were 
looked upon by the personnel and administration 
as justifiable and imperative. An acute and unex- 
pected financial condition in the fall of 1931, due 
to bank failures, necessitated further pay roll re- 
duction if the hospital was to continue to operate 
on a balanced budget, and upon this the board 
was insistent. 

Because of uncertainty as to future income, the 
administration was reluctant to make further per- 
manent reductions, and the plan to pay such a 
percentage of the then basic rates as was available 
after the application of the equivalent of the pre- 
vious month’s bills to accounts payable was then 
submitted to the personnel. 

This plan met with a cordial and practically 
unanimous reception. Two groups, in the hospital 
for a stipulated time under a definite agreement 
as to financial remuneration or allowance, were 





exempt—student nurses and interns. While no 
definite information could be given as to the per- 
centage which might be paid, the hope was ex- 
pressed that it would be possible to meet in each 
instance at least 80 per cent of the schedule then 
prevailing. 

Each individual received a letter outlining the 
plan and requesting that he indicate his decision 
and return the letter to the superintendent 
promptly. The whole-hearted cooperation accorded 
the administration by the personnel was commend- 
able. Numerous expressions from employees to 
the effect that they felt confident of fair treatment 
on the part of the administration were most grati- 
fying. Emphasis was placed upon benefits that 
would accrue to the pay roll through influence 
which the entire hospital group could exert 
through exercising greater economy in the han- 
dling of supplies, eliminating waste and effecting 
economies in every way possible. 

This economy campaign has been an extensive 
and relentless one. Attention of all personnel has 
been constantly focused on all forms of waste and 
methods of eliminating it. Foodstuffs naturally 
constitute an extensive field for savings. Excessive 
consumption of electric current, either through the 
use of unnecessarily high powered lamps or un- 
necessary burning of lights, has been reduced. 
Watchful attention to the running of all types of 
electric motors and careful control of the use of 
metered water, especially for lawn sprinkling, have 
contributed generously to substantial savings. 


Service Improves While Costs Decline 


Every effort has been made to reduce fuel con- 
sumption through carefully avoiding the use of 
radiation in rooms not in use and in closed parts 
of the building. In the aggregate, the savings 
effected by prudently guided economies have had 
a pronounced effect on the amount that has been 
available for pay roll distribution. 

The net results have been so satisfactory that 
it has been necessary to invoke the percentage plan 
in only eight of the past twenty-four months, with 
the result that the average payment over that 
period has been 94 per cent. 

When this plan was first broached to department 
heads, it was agreed that each would make sug- 
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gestions as to positions that might be dispensed 
with, at least until conditions became less acute. 
The decrease in occupancy since the fall of 193 
has made it possible to dispense with additional 
positions and some basic rates have been reduced 
as positions have been filled during that period. 

Some superintendents might be inclined to look 
upon such a plan as difficult of administration and 
not conducive to the utmost loyalty on the part of 
the personnel. While it was adopted as a tempo- 
rary plan in an emergency, it has worked out much 
more satisfactorily than the administration had 
anticipated, over the longer period that it has been 
necessary to invoke it. 

It is also conceivable that employees might, in 
their zeal to influence the pay roll, jeopardize the 
efficiency of the service by their efforts in the 
interest of economy. It is the consensus of the staff 
and governing board of this hospital that the effi- 
ciency of the service, paradoxical though it may 
seem, has increased as operating costs have dimin- 
ished. 

Members of the organization look upon this plan 
of operation as one that has been satisfactory to 
them, and the superintendent has been glad to have 
it understood by the personnel that it is due to their 
own efforts that matters have worked out so satis- 
factorily, both from their standpoint and from 
that of the hospital. 

A fine spirit of loyalty has been exhibited and 
excellent morale has obtained through these many 
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months of discouraging conditions. Efforts are 
made to ascertain the sentiment of patients regard- 
ing the service and suggestions or constructive 
criticism are invited during the patient’s stay and 
at the time of his discharge. Helpful suggestions 
are frequently made by patients and these the staff 
always endeavors to capitalize. 

The success of this plan has been considerably 
influenced by the collection department. Contrary 
to what might be expected, the percentage of col- 
lections has increased as conditions have become 
more acute. From the beginning of 1931 to the 
present time, collections have constituted a trifle 
more than 95 per cent of the charged earnings. 
Curtailment of the necessary monthly payment on 
bills has been effected by limiting purchases when- 
ever practicable to the needs of the month, at the 
same time taking advantage of protection against 
price increase. 

Present basic pay roll rates agree with the aver- 
age of a large cross section of the hospital field, 
and the deductions still leave salaries that the 
workers look upon as fair. In fact, employees 
consider their salaries better, in view of the de- 
creased occupancy, than they would have been 
without this method of meeting the conditions. 
There was an understanding to the effect that any 
surplus that had accumulated due to improved con- 
ditions before the end of the year would be dis- 
tributed to those on the pay roll January 1, which 
would be the beginning of a new year for the plan. 





The Superintendent-Consultant Plan 
Is Not Efficient 


There seems to exist in various parts of the United States 
a belief on the part of members of boards of trustees that 
it is a wise policy to obtain a superintendent of questionable 
experience and training and to bolster this lack of adminis- 
trative skill by obtaining from without the hospital the 
part-time services of a consultant to act as a super-superin- 
tendent. 

In one instance, a member of the board of trustees, who 
was untrained in hospital administration, was appointed 
superintendent and a skilled hospital executive was ap- 
pointed as administrative consultant. It is a mistaken 
move to select as superintendent a man with business 
training, but who has had no hospital experience except 
that obtained by virtue of his service on the institution’s 
board of managers. Such persons do not possess the broad 
administrative vision necessary to conduct a large hospital. 
The superintendent thus selected may have acted as secre- 
tary, treasurer or president of the board of trustees and 
consequently feels qualified to serve as the hospital’s ad- 
ministrator. Such a move exemplifies the erroneous belief 
that to administer a hospital requires no particular training 
and that a person who has served satisfactorily as a board 
member will make a capable superintendent. 








The contact between the superintendent and the hospital 
personnel is so intimate that unless the consultant spends 
most of his time at the elbow of the superintendent, morale 
will be lowered, mistakes will be made and decisions will be 
rendered that are not conducive to the best interests of the 
patient. It is far better to devote the funds thus spent to 
obtaining a well trained, high grade superintendent than 
to divide this amount between an otherwise thoroughly 
acceptable board member and a part-time hospital adminis- 
trator. 

Hospital administration will not become an attractive 
profession until such bungling in the appointment of super- 
intendents is a thing of the past. 





The Care of Hospital Floors 


The U. S. Bureau of Standards has recently prepared 
a circular on “The Care of Floors” (LC-388) which is now 
ready for free distribution to hospitals and other institu- 
tions. 

The circular has been compiled from information gained 
from reliable sources and deals with the maintenance of 
wood, concrete, tile, terrazzo, marble, linoleum, rubber, 
cork, asphalt tile, mastic, plastic magnesia cement and 
slate floors. It is written in nontechnical language and is 
suitable as a guide for the hospital janitorial department. 
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Special Diets—Methods of Ordering, 
Transporting and Serving Them’ 


By JOSEPH C. DOANE, MLD. 


Medical Director, Jewish Hospital, Philadelphia 


UCH has been 
said about the 
hospital dietary. 


From the angle of the ad- 
ministrator this discussion 
has largely centered about 
ways and means of saving 
money. It has concerned 
itself with the wisdom of 
purchasing futures and of 
cooperative buying. The 
most efficient methods of 
storage, distribution and 
conservation have likewise 
been freely discussed. All 
these matters are of the 
utmost importance, partic- 
ularly since from twenty 
to thirty cents of each hospital dollar are spent on 
the purchase, preparation and serving of food. 
Dietetic departments of hospital magazines have 
from time to time departed somewhat from the 
purely economic aspects and have discussed the 
therapeutic values of foods. Perhaps this phase of 
institutional dietetics does not receive sufficient 
consideration from either physicians or executives. 
As knowledge of metabolism increases, the role 
of a properly planned dietary in the treatment of 
disease becomes more important. But the doctor 
and the dietitian are still too far apart, both physi- 
cally and scientifically. The physician is often seen 
in the clinical laboratory discussing his problems 
with the director. The x-ray, physiotherapy, elec- 
trocardiograph and other specialty departments 
frequently enjoy his presence. But rarely, if ever, 
does the doctor find his way to the special diet 
kitchen and still more rarely is the dietitian called 
to the patient’s bedside to consult with the doctor 
as to the most effective methods of meeting the 
patient’s dietetic needs. Nevertheless, the develop- 
ment of metabolic departments in an ever increas- 
ing number of general hospitals is an encouraging 
sign, although medical schools still persist in ignor- 
ing the importance of dietetics in their curricula. 


*Practical Administrative Problems Series, 





Doctors are apt to be too casual or 
too indefinite 1m prescribing special 
diets and hospital executives are prone 
to overlook the value of food as a 
therapeutic agent. The ideal diet 
offers the necessary ingredients con- 
tained in foods pleasing to the patient. 
If a special diet 1s to be most effective 
the patient must be taught how to 
continue it after he leaves the hospital 


It is the purpose of this 
article to elaborate some- 
what upon the methods 
usually employed by hos- 
pitals in ordering, trans- 
porting and serving spe- 
cial diets. Attention will 
also be directed to the 
loose methods by which 
therapeutic foods are or- 
dered, to the lack of super- 
vision in their ultimate 
service to and consumption 
by the patient. Food is pre- 
pared and served in the 
hospital or in the home for 
a twofold purpose. It is 
necessary to maintain life 
and it has great therapeutic value in preventing 
as well as in relieving disease. 

Within the last decade there have sprung up a 
great number of self-styled food scientists who are 
willing for a consideration to outline diets for any 
condition known or unknown to science. Their 
writings consume volumes and their preachings 
reverberate from one end of the land to the other. 
Filled as these so-called lectures are with inaccu- 
racies and deliberate falsehoods, a gullible public 
is led to believe that all disease can be prevented 
or cured by proper diet and that the human mecha- 
nism lives or dies when the litmus paper turns red 
or blue. The medically ignorant person is informed 
that his system is “full of acid” and all aches and 
pains are thus explained. Appendicitis, tonsillitis, 
indigestion and scarlet fever, according to these 
pitifully igorant or deliberately vicious persons, 
can be cured or prevented by the proper food. 
Citrous fruits seem to be the cure-all. Great harm 
may result from these false preachments since un- 
sound and quackish dietary tampering may bring 
about serious metabolic or gastro-intestinal dis- 
turbances. 

Perhaps one reason for the flourishing of these 
false prophets is that physicians pay too little at- 
tention to the potentialities of properly regulated 
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diet in the treatment of disease. The doctor is often 
too casual or too indefinite in giving dietetic in- 
structions. In addition, the lay public is fond of 
being “put on a diet.” It makes little difference in 
many instances what the diet is. 

Nevertheless, the fact remains that little stand- 
ardization exists as to the type of food best suited 
for the treatment of each kind of disease. For 
example, a patient recently complained that he had 
visited five physicians and had in his pocket as a 
result as many different types of diets. Later, dis- 
concerted and somewhat disgusted, he listened to 
a lecture by a food faddist and came away with his 
hands full of carefully prepared dietetic cards and 
instructions. 


Hospital’s Dietetic Sins Are Many 


To other patients special diets simply represent 
a compilation of the articles of which they are fond 
with instructions to consume them no more. The 
scoffers choose to believe that such a diet is pre- 
pared by the physician by first learning what food 
the patient enjoys and then forbidding it. The 
psychology of food likes and dislikes is as ill under- 
stood as it is interesting. Food phobias are ex- 
tremely common. It is not an infrequent occur- 
rence to discover a patient, anemic and half 
starved, who because of a fear of ingesting a cer- 
tain food that he is convinced will disagree with 
him, has consumed hardly enough food to main- 
tain life. Nevertheless, medical literature is re- 
plete with instances in which a definite food sensi- 
tivity or allergy certainly existed. Eczema, asthma, 
migraine, arthritis, bronchitis and urticaria have 
all been found to result from hypersensitivity and, 
in turn, have been relieved when the causative 
agent was withdrawn. 

The hospital’s sins of omission and commission 
in regard to things dietetic are numerous. The 
patient is frequently aghast at the type of food 
served him. Not understanding that a variation 
from previous diets is made deliberately, he is in- 
clined to conclude that this departure represents 
an inexcusable blunder on the part of either the 
hospital or the physician. The hospital patient is 
notoriously difficult to please because his gastro- 
intestinal system is disorganized or diseased and 
because frequently he has a long list of food phobias 
that have been developed either from personal ex- 
perience or from confusion following contact with 
and advice from many doctors. Hence a course of 
food re-education is often necessary during his 
hospital stay. 

Too frequently, however, the hospital patient 
has no opportunity to narrate his food experiences, 
and he is served milk or asparagus or stewed 
prunes or fish or strawberries, to which he knows 
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he is sensitive. The senseless phobia as to the dis- 
ease producing possibilities of food acids and alka- 
lies is still frequently met. It may be said, how- 
ever, that throughout all this tangle of real or 
imagined personal reactions to food run a few 
threads of fact. 

Incidentally nothing in the human economy is 
more steadfast than the degree of alkalinity (ex- 
pressed as blood P.H.) of the blood stream. Hence 
the contempt in which informed persons hold cer- 
tain faddists who contend that blood alkalinity is 
seriously affected by an excess of acid producing 
foods in a meal or that carbohydrates and proteins 
may not be mixed. There is more sense in the con- 
tention of the faddist that intestinal elimination 
is largely affected by the quantity and texture of 
foods and yet this teaching is not without elements 
of danger. 

It is feared that some of these unscientific theo- 
ries as to the reaction of the human body to cer- 
tain types of food have crept into special dietaries. 
It is certain that the large list of special diets 
found in most hospitals could in many instances 
be reduced without working harm to the patient. 
Equally certain is the fact that many visiting phy- 
Sicians delegate the prescribing of the diet to their 
house officers, thus implying that the consideration 
of food is somewhat secondary and insignificant in 
the treatment of disease. 


We Must Educate the Public 


Many hospital executives, therefore, thought- 
lessly conclude that to give the patient good food, 
a modicum of instruction and a list of articles al- 
lowed when he departs for home is to fulfill the 
institution’s duty. In these institutions one often 
observes a staff not interested in dietetics, a dieti- 
tian who is more a cook than a therapeutist or a 
policy embodying the hotel idea of simply feeding 
people. To be sure, it is important to please and a 
salt free diet certainly would not be ordered by the 
patient through preference. There is a crying need 
for more health education in regard to food and 
for translation into the language and economic 
possibilities of the family the scientific needs of 
the patient as discovered during the period of his 
hospital stay. 

Space limitations make it impossible to dwell 
now on methods of preparing and serving routine 
hospital diets but it may be said that much good 
would often result from a rather thorough over- 
hauling of routine liquid, soft, house and light diets 
in the average hospital. As interest in and infor- 
mation concerning metabolism increase, the num- 
ber of special diets ordered likewise grows. This is 
a natural development but it may be much over- 
done. In one medical ward service, for example, 75 
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per cent of the diets served were of the special type. 
These varied all the way from weighed diabetic to 
high caloric, salt free, gallbladder, anemia and 
nephritis diets. 

Most institutions have found it necessary to 
establish special kitchens for preparation of this 
type of food. Often a special dietitian is placed in 
charge and the efficiency and economy in the con- 
duct of this special activity largely depend upon 
her scientific accuracy, the prevalence of the hotel 
idea and the zeal and understanding of the medical 
staff. The value to the patient of such a kitchen 
also depends on the accuracy of the physician’s 
dietetic prescriptions as well as on the care exer- 
cised by the dietitian in preparing food. Improper 
transportation and serving methods may, of course, 
destroy the value of even the most carefully pre- 
pared diet. 


Special Diets Are Expensive 


Much waste results when meticulously prepared 
special diets are not eaten by the patient for whom 
they were intended or when he is allowed to con- 
sume what he likes and to barter what is left for 
some other article of food served to a near-by 
patient friend. Special diets are expensive; if they 
are unnecessary, poorly planned, continued too 
long or ordered as merit concessions to deserving 
patients rather than as a medicine, they may result 
in considerable loss to the hospital. Moreover, the 
physician who accedes to the request of a ward 
patient or his relative and orders special food so 
that the patient may enjoy delicacies not required 
in the treatment of disease is following a policy 
that cannot be too strongly condemned. 

Inspection of hospital charts often reveals in- 
accuracy and indefiniteness in ordering diets. 
Sometimes this condition results from errors on 
the part of both the physician and the dietitian. 
Moreover, there are certain basic facts that the 
physician must convey to the dietitian. A few 
examples of this type of information are set down 
purely for illustrative purposes. In the nephritis 
diet the number of calories, the amount of protein 
(40 gms. usually being considered as a minimum), 
the amount of salt and the amount of fluid are 
points of information that the dietitian must have 
in order to prepare the diet intelligently. In the 
diabetic, reduction, high caloric and purine free 
diets, the amount of carbohydrates, protein and 
fat is usually given. 

Food requirements vary with age, sex, weight 
and surface area, the last being perhaps of 
greatest importance. Since the determination of 
surface area is semewhat difficult it is usually be- 
lieved to be sufficiently accurate to employ the 
standard tables of caloric requirements per kilo- 
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gram of body weight in computing the total diet 
needs. These requirements are roughly: 


At rest .......................25 to 30 calories per kilogram (2.2 Ibs.) 
At light work............ 35 to 40 calories per kilogram 
At moderate work...40 to 45 calories per kilogram 
At hard work............ 45 to 60 calories per kilogram 


Most food requirement tables state that children 
from six to sixteen need approximately 50 to 90 
per cent of the food needed by an adult male at 
moderate activity. 

The dietitian may be informed concerning these 
basic facts and yet it is necessary for the food 
prescription which originates in the ward to con- 
tain still further information. The physician in 
computing his prescription must take into consid- 
eration the kind of foodstuffs that must be con- 
sumed—the vehicles for his calories and chemicals. 

For example, a minimum of 0.68 to a maximum 
of 2 gms. per kilogram of protein must be taken. 
Carbohydrates in the absence of diabetes may 
range from 125 to 400 gms. a day. Fat require- 
ments are from 70 to 100 or more gms. a day. 
Other requirements include: calcium, from 0.68 to 
2 gms.; iron, .015 gms.; phosphorus, 1.5 gms.; 
chlorine, usually in combination with sodium, 2 
gms., and water 1,000 to 6,000 c.c. (five to ten 
glasses) daily. No matter how routinized the spe- 
cial diet ordering of a hospital may be, the mere 
designation of the type of diet required without 
further individualization is insufficient informa- 
tion for the dietitian if she is to be of greatest 
service to the patient. In the treatment of anemia, 
for example, merely to order a diet rich in green 
vegetables, glandular tissues and iron is to entrust 
to the dietitian too great a responsibility from a 
therapeutic standpoint. 


Patients Need Practical Food Instruction 


The foregoing statements indicate not only the 
type and amount of information which the physi- 
cian must supply to the dietitian, but also some of 
the basic chemical facts in regard to food which 
the doctor must possess in order to prescribe in- 
telligently to the diet specialist. 

The dietitian must be well trained and informed 
in regard to food chemistry and it is advisable for 
her to know the patient for whom she is preparing 
a diet. The number of grams of protein, fat or 
carbohydrate ordered is of much less interest to 
the patient than the foods in which they are con- 
tained. The dietitian may serve protein to him in 
many forms, some acceptable and others objection- 
able. The ideal prescription is one in which prop- 
erly proportioned ingredients for the treatment of 
disease are contained in articles pleasing to the 
patient’s palate. The dietitian should come to know 
the patient through personal contact and by this 
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method should learn his food likes and dislikes. 
She should also meet the physician often in order 
that she may receive assistance and advice in her 
effort to help him solve his patient’s food problems. 

Too often the hospital superintendent regards 
the column containing food costs without appre- 
ciating either that he is not conducting a hotel or 
that food is often as valuable a therapeutic agent 
as are the contents of the bottles in the drug store. 

The methods employed in imparting food in- 
struction to patients undergoing treatment or to 
those who have been discharged and are returning 
to the dispensary for care are of much importance 
to the community at large. It matters little, for ex- 
ample, how intensive are the study and treatment 
of a nephritis patient during his hospital stay if 
no attempt is made to prepare him for the time 
when he will be discharged from the institution, 
when his diet will be prepared by persons little 
informed concerning food chemistry. In some hos- 
pitals regular classes are conducted by the dietitian 
or her representative for patients for whom special 
foods have been prepared. Members of patients’ 
families are sometimes invited to these demonstra- 
tions and their presence there is perhaps of greater 
importance than that of the patient himself. 

Little instruction has been given persons who 
have been receiving assistance from federal or 
other governmental funds. To endeavor to teach 
them methods of preparing expensive diets would 
be sheer folly. 

Most hospitals fail in their efforts to translate 
dietetic information into the language of the ward 
patient. To speak of calories and grams is to use a 
language entirely foreign to the average patient. 
Measurements used in the average kitchen—cup- 
fuls and teaspoonfuls—are terms that the patient 
and his family understand. 

Even though apparently adequate instruction has 
been given to the patient before discharge, a return 
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to the food clinic is of much importance. A dietary 
that seems to be understood and to be wholly prac- 
ticable is likely to lose most of its scientific useful- 
ness after some time of experimentation at home 
because the patient becomes discouraged or dis- 
gusted in routinely following it. Establishment of 
food clinics for the information and instruction 
not only of those who have been under treatment 
in the hospital but also of those who are visiting 
the dispensary seems to be a necessary provision 
by the hospital. Definite and carefully prepared 
instruction cards--translated into several lan- 
guages, for distribution in the foreign sections 
cf a city—are useful in imparting food informa- 
tion. For the intern to warn the departing patient 
to avoid bread, meats and salt is a highly inefficient 
method of instructing the public. 

The organization of such an out-patient service 
requires certain inexpensive equipment and the 
fullest cooperation between the staff and the dieti- 
tian. At this clinic practical demonstrations of 
methods of preparing specific diets should be made. 
The most capable member of the class can be se- 
lected to prepare the dish of the day and members 
can be encouraged to attend this clinic by allowing 
them to consume the foods thus prepared. When 
there is an insufficient number of patients for 
whom the same diet has been ordered, instruction 
must be more of an individual matter. This will 
not be the case in the diabetic food clinic since it is 
always possible to gather together a goodly group. 

A careful cooperation between and among the 
members of the dietetic staff, the physician, the 
nurse and the hospital superintendent is essential 
to an efficient special diet service. Carelessness or 
indifference on the part of any is likely to reduce 
the manner of feeding the hospital patient to a 
restaurant or hotel standard. In a later article 
specific comments will be made in regard to the 
various special diets prescribed in hospitals. 





Taxing the Sick 


The present tax on alcohol for pharmacal and medical 
use, almost twice as much as it was when prohibition made 
more stringent supervision necessary, imposes an excessive 
burden on the sick, states the Oil, Paint and Drug Reporter. 

Taxes imposed on medicinal preparations have been ob- 
jectionable but these levies have never been large. The 
burden they have imposed is practically nothing in com- 
parison with that of the less direct taxing of the sick 
through the large excise on alcohol used in the manufacture 
of medicines. The present tax of $2 per proof gallon on 
alcohol for nonbeverage purposes represents from 800 to 
almost 1,340 per cent of the cost of the alcohol to the manu- 
facturing consumer. It increases tenfold the cost of an 
essential ingredient of medicinal preparations. 








“Safeguards can be laid about the use of alcohol in the 
manufacture of medicinal preparations so that evasion of 
the excise on alcoholic beverages would be most difficult if 
not impossible,” the article continues. “The use of specially 
denatured alcohols in certain pharmacal processes is already 
permitted. Consideration for the financial as well as the 
physical welfare of the sick would fully justify an almost 


universal extension of similar provisions. They can be 
made safe. They are a clear economic necessity and they 
would be wholly in keeping with the purpose of the indus- 
trial alcohol act. 

“Reducing the cost of alcohol used in the manufacture of 
medicinal preparations would mean better medicines at no 
increased cost, and possibly at a lower cost, to the sick. 
It would make possible the lessening of deterioration of 
medicines and this in itself would be a material saving to 
the public.” 



















































i at 





a 


: 


May, 1934 





THE MODERN HOSPITAL 87 


How Hospitals Are Meeting 


the Social Problems 
of the Depression 


By BABETTE S. JENNINGS 


Director, Social Service Department 
and Dispensary, Children’s Memorial 
Hospital, Chicago 


pening in certain phases of medical social work 

throughout the country, a simple form of 
questionnaire was sent some months ago to out- 
standing municipal, county, state and private hos- 
pitals with established social service departments. 
The objective was to determine how social service 
directors, clinic executives and hospital adminis- 
trators in various parts of the country are meet- 
ing the social problems created by the present 
economic conditions. 

Sixty questionnaires were sent; forty-eight re- 
plies were received. Twenty-one of these replies 
came from public medical agencies and twenty- 
seven from private medical agencies. The major- 
ity of the directors of social service departments 
caught the spirit of the request and gave detailed 
pictures of what was happening in their respective 
communities. 


|: ORDER to obtain a picture of what is hap- 


Overload of Free Patients Reported 


In summarizing the information received, it 
was found that throughout the country there is 
an increase in the load of free patients. Only 
four hospitals and clinics of the teaching type 
have not been affected by the situation. 

With the exception of several municipal and 
county hospitals, the public medical agencies at- 
tempt to cope with the increased demands. In 
cases in which hospitals and clinics have accepted 
this new burden of work, additional money has 
been obtained from community, municipal or state 
funds. No information was obtained concerning 
the standards governing the amount of the money 
thus received. 

Private medical agencies accepting this in- 





The “new poor” have been overload- 
ing the hospitals and climcs of the 
nation. T 0 accommodate them, sweep- 
ing social changes are being made 
im many localities.T his summary of 
a study by a medical social worker 
shows the shifting picture 1m medical 
relief in the United States. New 
trends affecting all types of medical 
workers are everywhere m evidence 


creased burden have made up for the decreased 
income from patients’ fees by means of grants 
from community funds. In such instances, the 
size of the grant has been based upon the income, 
expenditure and amount of free work done the 
previous year. 

A number of attempts have been made to in- 
crease hospital and clinic capacity in other ways. 
Five private medical agencies refuse to admit city, 
county or township patients for medical care ex- 
cept when payment for their services is author- 
ized by proper authorities. Several institutions 
have made efforts to utilize more effectively their 
existing clinical facilities. The usual method fol- 
lowed has been to curtail certain clinical activities. 
Among these are the elimination of routine health 
examinations and of examinations for child place- 
ment and the discontinuance of educational, pre- 
ventive and health clinics. Other agencies have 
reduced expenses by limiting the patients’ hospi- 
tal stay, discharging a number of employees, 
eliminating vacation relief, and cutting salaries. 

Two communities have organized medical bu- 
reaus or councils to care for minor ambulatory 
medical cases, assigning only those needing more 
extensive medical care to clinics and hospitals. 
Some of these institutions reported an increase in 
their voluntary medical staffs. 
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Some form of restriction of service has taken 
place in all the medical agencies reporting. Three 
general methods were reported: arbitrary restric- 
tion, the development of social admitting pro- 
cedures and the establishment of special clinics. 

The arbitrary restrictions resorted to were to 
refer patients of city hospital type from private 
hospitals and clinics to county or municipal insti- 
tutions, to rule out patients who were not acutely 
ill, to eliminate all persons with chronic disorders, 
to discriminate against patients with venereal 
disease and to establish geographical boundaries 
limiting the areas from which patients can come. 


Tightening Up on Admissions 


Development of social admitting methods have 
brought about a more rigid investigation of pa- 
tients’ status. Those applying are required to 
furnish better proof of their eligibility for free 
care. In some cases affidavits of indigency are 
required. 

In only a few instances have special clinics been 
established or increased. When this has been 
found necessary, it has been chiefly to deal with 
maternity service and venereal disease patients. 
These patients are for the most part referred 
from private medical agencies to the newly or- 
ganized public clinics. 

The overload of free patients places emphasis 
on the needs of four types of patients: those seek- 
ing venereal, maternity and dental care, and 
those needing tonsil and adenoid operations. 
Every large city mentions inadequacies for han- 
dling at least one of these four services. One city 
lacks adequate facilities for all four types of pa- 
tients. 

Three departments in large cities report an in- 
creased demand for psychiatric treatment, as 
many patients are compensating with physical 
complaints for social and economic ills. No reports 
were made on the methods used to care for this 
additional load of psychiatric patients or for those 
needing free tonsil and adenoid operations or 
dental care. 

An effort has been made to handle the increased 
work in venereal disease by the expansion of ex- 
isting clinics or the establishment of new ones. 
The most obvious effort has been directed toward 
methods of handling the increased load of free 
maternity patients. Eight communities have in- 
creased their city and county facilities. Three re- 
port that the private hospitals attempt to carry 
the burden and for this work are reimbursed by 
the municipality or county. This plan, however, 
has not been successful because of the lack of ade- 
quate facilities. 

In one city where the demand for maternity 
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care has been great, the patient is sent home at 
the end of the third, fifth or seventh day, depend- 
ing upon her condition, and subsequent care is 
provided by a newly organized agency supplying a 
combined practical nursing and housekeeping 
service. Another large hospital reports the trans- 
fer of patients after delivery to a nursing home, 
in this way releasing hospital facilities. Another 
community has discontinued home delivery serv- 
ice because of lack of funds, but makes no men- 
tion as to how this problem is being handled at 
present. 

One problem that has always been present in 
relation to free medical service but that has been 
stressed by the present overload, is that of free 
drugs and medical relief, such as braces, trusses, 
dentures, glasses and special diets. This burden has 
developed to the extent that few hospitals or clin- 
ics are able to provide full free medical service 
and has resulted, in the majority of cases, in rigid 
curtailment. In widely separated communities, 
several departments report that free drugs and 
medical relief have been discontinued entirely be- 
cause of lack of funds, the clinics offering only 
free medical diagnosis and supervision of treat- 
ment. 

One community reports that care for patients 
by the county doctor in the home has been dis- 
continued, as has the ambulance service. 

When free drugs and medical relief are pro- 
vided, the cost of this service is covered by spe- 
cial funds, either public or private. In some in- 
stances, the funds are solicited directly by the 
hospital; in other cases, drugs and medical relief 
are issued only if the patient is the client of a so- 
cial agency that will assume full responsibility for 
payment. In one locality, the responsibility was 
assumed for free drugs but not for medical relief. 


Doctors and Agencies on Better Terms 


In this connection it is interesting to note that 
in one city, both public and private social agen- 
cies have refused to accept any part of this re- 
sponsibility for free drugs and medical relief. This 
has worked a particular hardship as neither the 
city nor county hospital has a drug room available 
to patients. 

The development of a more wholesome relation- 
ship between the private doctor and the medical 
agency is apparent. A noticeable effort to gain 
the understanding and the confidence of the med- 
ical profession has been evidenced by the drawing 
of medical societies into plans for working out the 
health problems on a community basis. This has 
been more pronounced in the larger cities. 

Fourteen private medical agencies have re- 
ported policies whereby contact is made with the 
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private physician if the patient applying for clinic 
or hospital care has been treated by him in the 
last two years. In two instances, if a private doc- 
tor has given a patient care within the last five 
years, the patient is referred back to him for a 
letter before he is admitted to either hospital or 
clinic. In another instance, through the stimula- 
tion of the medical agency, the physicians have 
been persuaded to provide a place within their pri- 
vate practice for patients of the low income group. 
There seems to be a definite trend toward guiding 
patients back to private doctors, obviously an ef- 
fort of the social worker to cooperate more closely 
with the practitioner. 


Admitting Largely Under Social Workers 


A definite tendency toward placing the respon- 
sibility of administration in matters of admission 
in the hands of social workers is indicated. Eleven 
of the forty-eight departments (eight private and 
three public) report that within the last two years 
the admitting departments have been reorganized 
and social admitting has been instituted with 
trained social workers acting as admitting officers. 
In one case, the administrative departments of all 
county medical agencies have been reorganized 
and unified with the installation of social admit- 
ting. In addition to the foregoing, fifteen institu- 
tions report that the social service director has 
an increased responsibility in admitting policies. 
Ten make no mention of the admitting situation, 
while ten specifically state that the social service 
department has no responsibility in admitting pro- 
cedures. 

The trend toward social admitting is more evi- 
dent in the West and Middle West than in the 
East. Many of the replies from eastern cities in- 
dicate that the social service department does not 
function in any administrative phase of hospital 
or clinic work. 

One county on the West Coast reports an un- 
usual experiment stimulated by the medical pro- 
fession, which assumed the leadership of the pro- 
gram. The various units of the health program 
were originally set up separately, even though in 
the main they were subsidized by public funds. 
Through an ordinance passed by the board of su- 
pervisors, all county physicians, clinics in health 
centers, the county health department, the pre- 
ventive health service and the medical social serv- 
ice departments in the various institutions were 
centralized under the county medical director. 

The medical society also recognized the need for 
some plan to provide medical service for the “‘in- 
between” patient able to pay a small amount but 
unable to pay the fee of the private physician. 
Here the county medical social service department 
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was drawn into play, and the medical social work- 
er now determines the fee of the nonindigent pa- 
tient who can afford to pay a moderate sum to the 
physician. The county medical social service de- 
partment agrees also to render any necessary so- 
cial work to this group of patients. 

This centralization of health activities under 
official control headed by the medical profession 
and the experiment in which organized medicine 
attempts to make a place for the part-pay patient 
in private practice, are the two outstanding fea- 
tures in this program. 

In another instance, a hospital administrator in 
a large Midwestern city frankly feels that all pub- 
lic relief and medical service should be headed up 
under one administrator to prevent the overlap- 
ping of services. In his city, the entire program 
is centralized and directed by a lay person. He 
speaks encouragingly of this form of organiza- 
tion. 

Another experiment now being conducted is re- 
ported in the Middle West. This metropolitan area 
is sweeping aside relief traditions in its effort to 
integrate more closely the medical program with 
the family relief program. Since May, 1933, a 
medical social worker, as such, has been estab- 
lished as supervisor of medical service in the 
county bureau of public welfare. She acts as con- 
sultant to a staff of medical social workers that 
has been set up within the organization, one med- 
ical social worker being assigned as supervisor of 
medical service in each district office. At this 
writing all districts but one in one of the major 
branches have been covered in this way. This plan 
has done more than any other one step toward 
correlating the medical program with the family 
relief work. 


Middle West Experiment Is Success 


The medical supervisor under this plan is re- 
sponsible for the establishing and interpretation 
of the policies controlling medical relief, including 
the purchase of appliances and supplies necessary 
to adequate medical treatment. This would in- 
clude such things as glasses, braces, special diets, 
dental care and similar needs. In addition, when 
subsidies are allocated from public funds to hos- 
pitals and clinics, authorization of such accounts 
is centered in the supervisor of medical service. 
From the point of view of clinic and hospital, the 
results have been exceptionally satisfactory in 
that all contacts made by medical agencies with 
the relief worker are directed through the med- 
ical social worker acting as supervisor in the dis- 
trict. 

The present economic situation with its tremen- 
dous increase in the demand for free medical care 
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has brought forth several points of common in- 
terest to social service directors and hospital and 
clinic executives. It is interesting to note the un- 
certainty surrounding the policies related to the 
dispensing of free drugs and medical relief. This 
study shows that in many areas the situation is 
so precarious that one wonders how medical care 
can be adequate unless definite steps are taken to 
place this type of free medical service on a more 
secure basis. 

There seems to be a lack of any definite stand- 
ard in the interpretation of social responsibility 
for patients. Inadequacies in our facilities to han- 
dle certain common problems of medical care are 
also apparent; this is particularly true in the case 
of free maternity and dental care and in the case 
of free tonsil and adenoid operations. One won- 
ders also what is happening to the chronic patient 
who may require medical treatment but finds that 
clinics and hospitals generally refuse him admis- 
sion. Just what effect can be expected from the 
widespread abandonment of preventive work? 
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This study shows the part that social servic: 
departments can play in the stimulation of greate: 
interest in community responsibility for healt] 
problems. It indicates the increased importance o}{ 
the medical social worker in the control of hospi- 
tal and clinic intake, and reveals the fact that « 
definite impetus has been given to the further de 
velopment and improvement of social admitting; 
methods in hospitals. 

A future educational problem is related to the 
return of the patient to the private doctor when 
the economic need for clinic service has passed. 
The way has already been indicated by the close 
cooperation being developed between the medica! 
agency and the practitioner. 

One cannot fail to observe the shifting picture 
and the instability of the situation all over the 
country. Facts gleaned in this study have even 
now changed from the time that the question- 
naires were sent out and the study assembled.! 





1Summary of a report read at the American Hospital Association con- 
vention, Milwaukee, September, 1933. 





Handling Industrial Cases 


By W. R. WAGGENER, M.D. 


Industrial Surgeon, Denver 


Industrial surgery is a specialty. It must be good sur- 
gery. Hospitals desiring industrial cases must be equipped 
to care for this specialized work. Furthermore, the work 
must be done in conformity with the existing laws provid- 
ing for such service. 

Attorneys for insurance carriers have recognized this. 
Insurance costs have trebled. Hospital and surgical costs 
are matters of great importance, and naturally insurance 
carriers will take care to name such hospitals and surgeons 
as are known to be capable of handling this class of work 
properly. 

Summaries of reports from many insurance carriers 
show that all of them find certain common failures on the 
part of hospitals and surgeons. This is a lack of knowledge 
of the compensation law and of the rules of procedure of 
the industrial commission. 

Apparently few physicians and hospitals know that the 
law in Colorado limits medical, surgical and hospital atten- 
tion to an injured employee to four months from date of 
accident, and to a cost of $500. Many other states have 
somewhat similar laws. 

Often a case of fracture of the femur or fracture of the 
spine will be sent to a hospital by an industrial surgeon, 
and when four months have elapsed, the insurance carrier 
may if he elects to do so deny further liability. Four months 
time and $500 will not always cover the long drawn out 
case. What is to be done in these cases? 

Often the amount of indemnity is prorated and surgeon 
and hospital take what is allotted to them. Usually, how- 
ever, if the attorney for the insurance carrier is properly 
approached and can be shown that a few more months of 
hospital and surgical care will materially lessen the amount 
of permanent liability, he will gladly assume the few more 


months of temporary total disability and treatment may be 
continued without loss to surgeon and hospital. 

But hospitals and surgeons must understand that a 
greater time than four months or a value of more than 
$500 is allowed only at the election of the insurance carrier 
and that unless proper understanding is had, and further 
liability is assumed by the insurance carrier, both hospital 
and surgeon will lose. Claim attorneys say that lack of 
knowledge of this clause of the enactment seems to be the 
greatest cause for dissatisfaction and unfair criticism of 
the law on the part of hospital and surgeon. 


Hospitals Should Submit Bills Promptly 


The filing of prompt reports is of great importance to the 
insurance carrier. Compensation payments are based solely 
on medical evidence as to the degree of disability and the 
probable period that such disability will exist. Strange 
as it may seem, insurance attorneys say that it ofttimes 
requires several requests to obtain a bill from hospitals 
and surgeons, although the injured employee has been dis- 
charged and has returned to work. Bills should be sub- 
mitted as soon as the employee is discharged from treat- 
ment. Specific request for bills should not be necessary. 
In billing, the fee shedule of the commission must be fol- 
lowed. 

Compensation cases usually require more time and work 
on the part of the hospital and surgeon than do private 
cases. But if they expect to do work of this type the re- 
quirements must be met. 

The whole scheme of workmen’s compensation is likely 
to blow up in the not remote future unless some drastic 
change is brought about in the medical cost. Costs have 
trebled. Abuse of the original intent of the law has become 
so great and coverages have been so extended that premium 
rates have not been able to keep pace. 

In event of a breakdown, the chief sufferers, of course, 
will be the injured employee and his dependents. But hos- 
pitals and surgeons will likewise suffer. 
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A Nurses’ Home 
in a Tropical 
Setting 


By C. W. DICKEY 


Architect, Honolulu, Hawaii 


ESIGNED to meet local climatic conditions, 
the Harkness Nurses’ Home of the Queen’s 
Hospital in Honolulu, Hawaii, at the same 

time satisfies all the varied requirements of such 
an institution. 

The home was made possible through the gener- 
csity of Edward S. Harkness of New York, who 
upon the advice of his friends, Mr. and Mrs. Henry 
Lapham of Boston, donated the sum of $125,000 
to be matched by an equal sum raised locally. 

Grounds of the hospital are parklike in their 
beauty, and the location selected for the nurses’ 
home is among huge tropical trees with green 
lawns and plenty of shade. The building is be- 
tween the hospital and the main street, near enough 
the former for convenience, yet far enough away 
to allow freedom from restraint, and most conven- 
ient to the street car system. It is a low rambling 
building, three stories in height with a fourth 
story over the main entrance, which accommodates 
a night nurses’ dormitory. 

The architecture is simple but inviting with 
light colored stucco walls, dark red tile roof, bal- 
conies, loggias, lanais and deep shadows. 

In Hawaii, the “lanai,” or wide porch, is quite 
« feature of the buildings as it gives the maximum 
of cool outdoor comfort with protection from 
-howers. This feature is fully developed in the 
‘tarkness Nurses’ Home where there is not only a 

rge and commodious entrance lanai but the 

unging rooms on each floor are in the form of 
nais. Sleeping rooms are so arranged that the 
outer portion forms a lanai and by arranging the 
oms in pairs with large sliding doors separating 











two small lanais, they can be thrown together giv- 
ing a commodious open porch sitting room. 

The building accommodates 140 nurses and has 
three suites for the faculty, seventeen private 
rooms with connecting baths for supervisors, six- 
teen single rooms and 104 rooms in pairs as previ- 
ously described for graduate and student nurses. 

Back of the entrance court and entrance lanai 
on the first floor are a large general lounge, a 
library and a separate lounge for graduate nurses. 

In a rear wing at the upper end of the building 
and separated from the main building by open 
loggias are the main dining room, interns’ dining 
room and kitchen. The main dining room looks 
out on the swimming pool, which is an artistic 
feature fed by pure artesian water from the hospi- 
tal’s own well on the premises. There are small 
kitchens on each floor adjacent to the lounging 
rooms and drinking fountains with refrigerated 
water at convenient points in all halls. 

In the basement are a laundry where nurses can 
launder their personal linen and a locker and rest 
room for special private nurses. 
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Editorials 


Ethics in Business 


HE hospital administrator charged with pro- 
viding without profit to himself or his asso- 
ciates an essential service to the public may 
feel that the present emphasis on higher codes of 
ethics for business does not touch him. The recent 
Securities Act, the growing demand for the regula- 
tion of excessive salaries, bonuses and profits in 
banking and other enterprises, and the develop- 
ment of codes of fair competition in business seem 
perhaps as far removed as the argument over the 
Einstein theory. 

But the hospital is also a business enterprise and, 
as such, should be above reproach in its business 
ethics. Recently certain practices have been 
brought to the attention of the hospital field which 
will not stand critical examination. One hospital 
buyer, for example, confessed that he secured bids 
from out-of-town hospital supply houses and used 
the prices thus obtained to beat down the prices 
of his local firms with whom he then placed his 
orders. Such an act violates the confidence of the 
“outside” firm and forfeits any respect it may have 
for the hospital. 

An equally unwise procedure is being proposed 
by some of the smaller hospital associations. In 
order to obtain exhibitors for conventions, the sug- 
gestion has been made that hospital superintend- 
ents use their personal influence with hospital sup- 
ply houses and in addition withhold some of their 
usual orders for the weeks just before the conven- 
tion in order to place them with the exhibitors. 
Such a practice, besides being questionable in prin- 
ciple, is perilously near to that dangerous instru- 
ment of social pressure, the boycott. 

When a hospital or group of hospitals coerces a 
manufacturer or dealer in hospital supplies into 
taking exhibit space or placing advertising that, 
in the best judgment of the dealer or manufacturer, 
is not justified as a legitimate sales expense it is 
not playing fair. Such a practice is on a par with 
that of the mendicant hospital which seeks to meet 
its deficit partly from gratuities requested from 
dealers and manufacturers. Obviously the expense 
resulting from all such practices must be included 
in the general overhead costs of the concern and 
if the concern is to survive such unprofitable ex- 
pense must ultimately be passed on to the hospital 
field in general. 

In connection with conventions it should be re- 
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membered that the charge for a booth, which is 
the only amount that accrues to the benefit of the 
hospital association, is only a fraction of the total 
cost of setting up and maintaining an exhibit. 

The MODERN HOSPITAL believes in technical 
and commercial exhibits when they are fairly main- 
tained. Because it believes that the exhibits at the 
national conventions are worth while, this maga- 
zine has consistently commended them to manu- 
facturers and supply houses, and for many years 
directly aided in securing the participation of man- 
ufacturers in the A. H. A. exhibit. But it seems 
hardly open to question that hospital associations 
would better serve the interests of their members 
if they would finance their meritorious and valu- 
able activities through increased dues rather than 
resort to questionable policies in order to sell ex- 
hibit space. Likewise individual hospitals should 
resist the temptation to solicit contributions from 
those with whom their only relationship is that of 
buyer and seller. 





Sickness Insurance in England 
and America 


iTH wisdom born of twenty-one years’ 
experience with health insurance in 
Great Britain, Sir Henry Brackenbury, 


chairman of the council of the British Medical 
Association, supplies in this month’s leading article 
valuable information and stimulus to persons in- 
terested in the wider extension of medical service. 
No one can read his article without appreciating 
the advantages that health insurance has brought 
to the public and to the medical profession in Great 
Britain, and which have led the British Medical 
Association to reverse its initial unfavorable atti- 
tude and to advocate the extension of the system. 
Nor can any American reader consider what Doc- 
tor Brackenbury says without appreciating that 
national health insurance in England has as yet 
brought only a limited medical service, and that 
in the United States we can learn from but must 
not copy the scheme of the other country. 

Doctor Brackenbury lays particular stress upon 
the importance in a health insurance plan of offer- 
ing free choice of physicians, and of making the 
service complete, including institutional as well as 
home care. Free choice of physician need not in 
any way prevent the closer association of physi- 
cians of all types, including general practitioners ; 
nor need it interfere with the current development 
of group practice in hospitals and clinics. Under 
proper organization an insured patient would be 
free to choose any ethical family physician who 
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wished to accept insurance work, whether the lat- 
ter were associated with a group or practiced indi- 
vidually. Together the patient and doctor could 
choose any ethical hospital. The health insurance 
plans sponsored by medical societies in Oregon 
and Washington include both individual doctors 
and groups, and demonstrate that there is no an- 
tagonism between free choice of physicians and 
group organization. 





Hospitals and the Growth of 
Population 


HE American Medical Association has again 

put the hospitals of the country in its debt 

by the thirteenth annual presentation of care- 

fully compiled and comprehensive data on the na- 
tion’s hospitals. 

From this presentation one can glean thousands 
of useful and significant facts. Hospital beds in 
“registered” hospitals in 1933, for example, num- 
bered 1,027,046 as compared with 1,014,354 in the 
previous year. This is the smallest increase in 
many years. Last year one person in eighteen of 
the total population was a bed patient in some 
hospital and the occupancy rate in all general hos- 
pitals was 59.9 per cent. The average length of 
stay in general hospitals was fourteen days al- 
though only thirteen days in church, individually 
owned and nonprofit corporation hospitals. There 
were 2,351 out-patient departments in 1933 which 
recorded a total of 32,822,077 visits as compared 
with 2,130 departments and 13,804,566 visits in 
1927. During the past decade the number of hos- 
pital beds under governmental control—most of 
them for tuberculosis and mental disease—has in- 
creased by 47 per cent while the number of non- 
governmental beds has increased only 17 per cent. 
Furthermore, the patient days of care in govern- 
mental hospitals has increased 67 per cent as com- 
pared with only 3 per cent in the nongovernmental. 
On the other hand, the latter admitted 69 per cent 
of the total number of patients. 

This otherwise admirable presentation is marred 
by loose thinking on one point. A chart is given 
which purports to show that the growth in bed 
capacity of hospitals has proceeded more rapidly 
than the growth in population. This very natural 
development is entitled “Hospital Capacity Ahead 
of Population,” a caption that may be interpreted 
‘oO mean that hospital capacity has become exces- 
sive for the needs of the public. In making the 
comparison 100,000 hospital beds—whether in gen- 
eral, mental, contagious, tuberculosis, convalescent, 
or chronic hospitals—are plotted as equal to 15,- 
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000,000 people, which assumes that the proper 
ratio is 6.7 beds per 1,000 persons. This assump- 
tion is open to question since careful students of 
the problem usually put the ratio substantially 
higher, 

Obviously this matter of ratios can be ap- 
proached from two points of view: first, how many 
beds are required to meet the actual medical needs 
of the people and, second, how many beds can the 
people afford to support. By failing to state the 
basis for its assumption, the American Medical 
Association may mislead physicians and hospital 
directors into thinking that present facilities are 
adequate to meet needs. That they are roughly ade- 
quate—in some cases more than adequate—for 
present demand is, of course, granted. 

The disparity between present facilities and 
those needed on medical grounds is due primarily 
to two facts: first, that many people have not been 
financially able to pay for as much hospital care 
as they have needed and, second, that in some com- 
munities there are insufficient general hospital beds 
and that in nearly every community there is a real 
shortage of facilities for the care of mental, tuber- 
culous, convalescent and chronic patients. 

The hospitals, in all parts of the country, are 
endeavoring to overcome the first obstacle by ex- 
tending group hospitalization and other financial 
helps to patients. Shouldn’t more hospitals also 
develop suitable plans for using some of their idle 
facilities for the care of certain types of chronic, 
convalescent, tuberculous and mental patients? 





A Day of Remembrance 


AY the Twelfth, the natal day of the pa- 
M tron saint of all nurses, has been offi- 

cially designated as a time when the 
attention of the public is especially directed to the 
hospital and its work. 

It is difficult to disassociate the nurse and her 
work from the hospital. There she has her pro- 
fessional birth and many of her working hours as 
a graduate are spent in its wards and rooms. A 
hospital without nurses would be a cheerless and 
hopeless habitation for the sick. 

But the need for this practice of designating a 
day for directing attention to hospitals is some- 
what disturbing. Man, by his very nearness to and 
familiarity with the conveniences and the essential 
services of others, grows forgetful of his greatest 
blessings. To call attention to the priceless value 
of sunlight and water or the necessity for good 
food seems a work of supererogation. To find it 
necessary to devote any particular day to remind- 
ing the public of the life saving attributes of the 
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hospital is a sad commentary on the general appre- 
ciation of the hospital’s work. 

Observation of National Hospital Day not only 
rekindles community interest in the hospital but 
also supplies something of a spiritual stimulus to 
the institutional workers who take part in these 
exercises and activities. Every day on the calendar 
should be a hospital day, a time when well men 
and women in appreciation of the possession of the 
boon of health express practically this feeling of 
thankfulness by supporting their community hos- 
pitals. 

National Hospital Day in reality should be a day 
of thanksgiving for the gifts of science so bounti- 
fully inherent in hospital service—a day of remem- 
brance for past contributions to family health and 
happiness. Then and not until then will the hos- 
pital regain its proper spiritual place in the hearts 
and lives of members of its community. 





Automobiles and Hospitals 


ANY of the surgical demands made on 
M the hospital are of an emergency na- 
ture. The week-end holocaust of auto- 
mobile casualties often taxes to the uttermost the 
ward facilities of the institution on or near main 
arteries of traffic. Indeed, because of the ever in- 
creasing congestion of public highways there has 
been created a new and pressing need for the serv- 
ices of the hospital. Unfortunately the expense of 
meeting this modern emergency has in no measure 
been met either by the willingness or the ability of 
the injured ones to pay for the service they so 
urgently require. 

Time was when the clanging of police patrol and 
ambulance bells at the accident ward doors was not 
an unwelcome sound because it announced not only 
an opportunity to render aid of an emergency na- 
ture, but also because it forecast splendid experi- 
ence for resident physicians and nurses. Hospitals 
in the past frequently openly and actively competed 
for this type of work. Today the arrival of an 
automobile accident case almost certainly presages 
a financial loss to the hospital. 

None will suggest that accident cases be refused 
aid by the hospital unless they can pay in full for 
their care. By the same token, however, none can 
deny that the local hospital has no obligation and 
perhaps has no right to expend the money of its 
contributors in the care of the migratory residents 
of other cities, states and even countries. 

Compulsory liability insurance for every li- 
censed automobile driver, the right granted to the 
hospital immediately to levy on the automobile 
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itself or on other personal property of the one 
responsible for the injury, have been suggested as 
possible lines of action to be pursued by those 
searching for a solution to this problem. Each has 
its points of promise and its weaknesses. Many a 
damage claim has been settled with the injured 
man or woman while the hospital bill has remained 
unsatisfied. To require payment for this service 
in no sense smacks of institutional commercialism. 





What Is a Surgeon? 


HE supreme test of the belief of one human 
being in the skill and honesty of purpose of 
another is represented by his willingness to 
permit the administration of a drug, lethal in over- 
dose, and the incision of his tissues on a scale of 
which he knows nothing. 

No finer and certainly no more responsible posi- 
tion of trust can be undertaken by man than is 
daily assumed by the surgeon. The very implicit- 
ness of this reliance of one on another suggests 
its dangers. Moreover, it is often based on a blind 
unreasoning belief that has its only foundation in 
hearsay and in the confidence creating personality 
of the reputed surgeon. Because of the unfath- 
omed ignorance of the public relative to the nature 
of a surgical operation, this attitude often creates 
a menace to the lives and usefulness of its mem- 
bers. The quack, the charlatan, is often rich in 
that gift known as personality. 

There are no standards of technical or scientific 
proficiency, moreover, which can be employed to 
distinguish the safe surgeon. That unnecessary 
and ill-advised surgery is practiced in hospitals 
cannot be denied. The question of the wisdom of 
operating is of far greater importance to the pa- 
tient than is the technique employed after such a 
step has been undertaken. To operate or not to 
operate, that is the question. The dramatics of 
surgery are often most appealing to the public. 
It is probable that the surgeon of the old school 
is more likely to weigh thoughtfully the clinical 
evidence in each case than is the neophyte, the 
newcomer, to whom a laparotomy too often is but 
a name describing a set of procedures from which 
he derives instruction and profit. 

No greater crime can be committed in the name 
of medicine than that of abusing this splendid con- 
fidence of the patient. The hospital must endeavor 
to prevent the placing of the name of the pseudo- 
surgeon on its roll and must without ceremony 
cast out those persons who are ill-trained or who 
unnecessarily expose the patient to the dangers of 
surgery. 
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The Problem of the Month 


How May Cooperation Best Be Effected 


Between Staft and Trustees? 


the subcommittee on hospital medical 

practice of the council on community rela- 
tions of the American Hospital Association is 
represented in this month’s problem. 

All manner of beliefs and practices are current 
in regard to staff-trustee relationships. One in- 
stance of disagreement is whether the point of 
view of the medical staff is to be transmitted di- 
rectly to the board or only through the superin- 
tendent. 

A custom in some institutions is for a joint 
committee of board and medical staff to make rec- 
ommendations on matters which affect medical 
practice. 

Many believe that the medical staff should con- 
fine itself to recommendations to the board and 
should. refrain from participation in actual deci- 
sions. Others advocate a policy under which the 
medical staff appoints one or more members of the 
hospital board. 

In the belief that the reactions of the following 
physicians, trustees and superintendents may be 
helpful to this subcommittee of the A. H. A., as 
well as of interest to regular readers of this sec- 
tion, the following differing points of view are 
presented. 


(): E subject that is taking the attention of 


Dr. Donald C. Smelzer, Director, 
Graduate Hospital, University of Pennsylvania: 


“To have cooperation between the staff of the 
hospital and the governing board, there should be 
a clear understanding between the two bodies in 
that the governing board should know what the 
staff is doing and what its needs are, and the staff 
should be kept informed as to the problems that 
face the board of trustees. The staff should know 
the financial facts concerning the hospital, what 
the income is, or is not, the hospital’s relations 
with the community chest, the state and other pub- 
lie activities. 

“Tn other words, there should be no secrets. The 





staff should feel that the board is interested in its 
members, and the board should feel that the staff 
is interested and loyal to the hospital. 

“The foregoing can be accomplished by having 
the chief of staff meet with the board at all of its 
meetings and participate in its discussions and 
deliberations. The chief of staff should present to 
the board a summary of the minutes of staff meet- 
ings, and he in turn should be supplied with a copy 
of the minutes of the board. 

“In addition, a standing committee consisting 
of three members of the board of trustees may be 
appointed to consult with a committee of three 
members appointed by the staff. Meetings of this 
joint committee may be called at the pleasure of 
the chairman of the board of trustees or the chief 
of staff.” 


W. R. Chenoweth, Superintendent, 
Royal Victoria Hospital, Montreal: 


“In the evolution of various organizations in the 
field of medicine as they exist today, one of the out- 
standing difficulties has been in the development of 
a sympathetic cooperation and understanding be- 
tween the medical and the nonmedical personnel. 
In some quarters there are still objections ad- 
vanced against doctors acting as members of a 
hospital board. 

“Whilst these objections may be supported by 
specific instances here and there, the occasionai 
situation does not prove that medical men have no 
place on the board of trustees but rather that the 
method of appointing such men to the board may 
be at fault. The doctor’s knowledge of medical 
science, nursing, care of patients and sanitation 
seems to render him highly qualified for such a 
position. In such cases, however, it may be deemed 
prudent to urge that no practicing physician 
should be on the board of trustees unless he is a 
member of the attending staff appointed to the 
hospital. 

“There are, of course, many instances in which 





96 THE MODERN HOSPITAL 


it has been considered advisable to limit the board 
of trustees to lay members, and there would appear 
good reasons in support of a practice, now becom- 
ing fairly well recognized, of having a medical 
board appointed to act in an advisory capacity to 
the hospital board. The personnel of this medical 
board should be comprised of the heads of the 
more important departments. It should have a 
definite outline of its duties, responsibilities and 
obligations. Recommendations for appointments 
and general hospital policies should first originate 
with this board. In other words, it functions as 
a recommending body to the trustees. 

“In addition to the foregoing it would appear to 
be good practice to appoint a small correlating 
body in the nature of an executive committee com- 
prised of two trustees, two members of the medical 
board and the superintendent. The object of this 
committee would be to deliberate upon and discuss 
all recommendations of the medical board before 
submitting them through the superintendent to the 
board of trustees. 

“It is generally recognized that one of the great- 
est stumbling blocks among trustees is a lack of 
proper understanding of the point of view of the 
medical men. The existence of such a committee 
would ensure trustees and superintendents of hav- 
ing all possible information from both angles. It 
would avoid conflict at the outset by removing the 
undercurrents that often prevail. It would also 
meet the frequent objection to having the superin- 
tendent sit with the medical board, for through 
the medium of this committee it would enable both 
the superintendent and the trustees to maintain an 
intimate, personal contact with the deliberations 
of the medical board, and if wisely developed would 
lay the foundation for a coordination of effort that 
would enable the hospital to function in the best 
interests of the patient.” 


R. P. Borden, Trustee, 
Union Hospital, Fall River, Mass.: 


“« ‘Should the staff appoint members of the board 
of trustees?’ Why? Do they need special advo- 
cates? If so, other activities, not forgetting pa- 
tients, should be represented. Trustees represent 
the members of a charitable corporation, including 
such doctors as may be sufficiently interested, and 
‘stockholders’ have a fundamental right to elect 
administrators of their property. Governments, 
churches and schools would likewise determine 
how their hospitals should be managed. 

“Staff committees should meet with committees 
of the trustees, or, preferably, with the board, to 
advise especially but not solely about medical 
problems. 
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“The medical committee should have full liberty 
of discussion but should not be responsible for 
decisions. Hospitals may be sued for negligence 
of their administrators in the selection of the staff 
and other matters. Decisions should be made by 
the representatives of their owners. 

“The staff is the most important part of the hos- 
pital. Its views should be discussed with the trus- 
tees, not filtered through the superintendent. For 
this purpose trustees should welcome its commit- 
tees, and the superintendent, at meetings.” 


Dr. Lewellys F. Barker, 
Baltimore: 


“Concerning cooperation between the staff and 
trustees of hospitals, it is my opinion that: 

“1. The staff should not appoint members of the 
board. 

“2. There is scarcely any necessity for a joint 
committee of the staff and the board, though occa- 
sional meetings of the board of trustees and the 
medical staff could be arranged for if desired. 

“3. The staff would do best to confine itself to 
recommendations to the board, and 

“4. The staff viewpoint is best transmitted 
through the superintendent to the members of the 
board of trustees.” 


Dr. W. L. Babcock, Director, 
Grace Hospital, Detroit: 


“The superintendent should be, first, a graduate 
in medicine, and second, a member of the execu- 
tive committee of the attending medical staff. As 
a member of that committee and a graduate in 
medicine, he can well represent the staff at regular 
board meetings. 

“It would be logical for the staff to request an 
audience with the board in matters of important 
policy. It would be illogical for the staff to partici- 
pate in actual decisions of the board.” 





Small Hospital, Small Wards 


The small ward is the solution of the small hospital’s 
difficulties in segregating patients, says a committee of the 
Canadian Hospital Council. The tendency in most small 
hospitals is to tie up too large a proportion of the available 
accommodations in a ward for men and a ward for women. 
In hospitals of under twenty-five or thirty-five beds, no ward 
should have more than four beds, the committee agrees. 

Through this arrangement it will not be necessary to 
accommodate clean and pus surgery in the same ward, to 
mix surgical, medical and gynecologic cases, to put pneu- 
monia and typhoid patients into a large ward, to accom- 
modate children with adults, and to make other combina- 
tions that occasionally harass the superintendent. 








l’s 
he 
all 
le 


rd 





May, 1934 


THE MODERN HOSPITAL 




















Mauntenance, O peration and Equipment 
Conducted by Joun C. Dinsmore and Dr. R. C. Buerxt 


Paper Films Prove Satisfactory in 
95 Per Cent of Diagnoses 





By N. J. BLACKWOOD, M.C,, U.S. N. (Ret) 


Medical Director, and 


BENJAMIN W. ANTHONY, M_D. 


Roentgenologist, Provident Hospital, Chicago 


in the spring of 1932, one of the fellows of 

Provident Hospital, Chicago, stated that as 
a result of shortage of funds and demands for rigid 
economy, photographic paper was being used in 
that country instead of transparent films or x-ray 
pictures and that the results were found to be 
thoroughly satisfactory. 

An attempt was at once made at Provident Hos- 
pital to demonstrate this fact. Ordinary commer- 
cial sensitized paper was used but results were not 
comparable with those obtained in Austria. Hos- 
pital officials then got in touch with the producers 
of the best photographic materials in this country 
and obtained from them the most sensitive paper 
that they manufactured. This paper produced bet- 
ter results than did the ordinary paper of com- 
merce but the officials still were not convinced that 
results would be as satisfactory as those obtained 
with transparent films. 


Suitable Paper Now Made in U.S. 


Later a member of the staff went to Europe 
where he obtained some of the paper that was 
being used in Austria. As soon as the European 
paper was received two American manufacturers 
were approached. One of them imported a quan- 
tity of the European paper and both of them set 
to work to produce an even better and more sensi- 
tized paper with the result that today perfectly 
satisfactory paper can be purchased in the United 
States. Having obtained the paper, the next prob- 
lem was to develop the technique to produce the 
pictures. In that problem the hospital had great 
assistance from the x-ray department of the Uni- 
versity of Chicago Clinics and from manufacturers 
of photographic accessories. 


R inne: ING from a year’s study in Austria 





Many present day surgeons and roentgenologists 
remember the first x-ray plates made of glass. 
These were superseded by the film with the nitrate 
base, which, on account of its explosive nature, was 
later replaced by the safety film with the acetate 
base. Thus progress has been made in material 
for taking x-ray pictures but in this process the 
cost has been increased. 


Paper Films Less Expensive 


Without going into commercial details, it may be 
stated generally that the cost of the paper film 
is less than half the cost of the transparent film. 
The paper film produces practically as satisfac- 
tory results and the only additional piece of equip- 
ment that is necessary for its development is a 
drier which presses the paper flat and prevents 
curling. For economic reasons then, if for no other, 
the paper film merits consideration and adoption 
if possible. 

Officials of Provident Hospital, upon moving into 
new quarters and making the set-up for the x-ray 
department, decided to discard the transparent film 
and to adopt the paper film as their standard. After 
six months’ trial they have no reason to regret their 
decision. 

Judging from questions asked by visitors to this 
department, it seems that many persons are of the 
opinion that a roentgenogram is first made on a 
transparent film or negative and then transferred 
to a paper film or positive as is done in ordinary 
photographic laboratories. This is not the case. 
The original and only roentgenogram is made di- 
rectly on the paper film just as is done when the 
transparent film is used. 

In addition to lower cost, the paper films have 
many advantages over transparent films. First, 
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they require less time for development—one minute 
less than the time required to develop transparent 
films. Second, they dry more quickly. Third, they 
can be studied in ordinary light, like a photograph, 
thereby eliminating the cost of special viewing 
boxes and stereoscopes since only one surface of 
the film is viewed. Fourth, the cost of intensifying 
screens is cut in half because only one screen is 
needed in the casette, a piece of cardboard being 
placed in the back of the casette. Inasmuch as there 
are ordinarily several casettes, each one having 
two intensifying screens when transparent films 
are used, enough money is saved by eliminating 
one screen in each casette to buy several gross of 
paper films. 


Many Other Advantages 


Fifth, marking or identification of paper films 
is easier than in the case of transparent films be- 
cause the former can be marked with a stencil or 
rubber stamp, either on the front or back, and any 
amount of data can be written on the back of the 
paper film. Sixth, it is easier to differentiate be- 
tween the right and left extremities, unless there 
is a special effort at deception, and it is impossible 
to confuse the right and left lateral views of the 
skull. This eliminates the possibility of an error 
that might result in fatality or legal entanglement. 
Seventh, roentgen examination by the use of paper 
films is more apt to be complete in cases with multi- 
ple injuries. The examiner does not hesitate to use 
a sufficient number of the cheaper paper films to 
justify his opinion. It is also true that institutions 
save considerable money on charity patients by 
using paper films, both in routine roentgen exami- 
nations and in instances of multiple fractures in- 
volving several parts of the body. 


Paper Films Used for Many Diagnoses 


Paper films are excellent for showing chests, 
hearts, G. I. examinations, skull fractures, frac- 
tures of the trunk and extremities and teleoroent- 
genograms for studying the length or growth of 
extremities. 

Conditions that have been unquestionably diag- 
nosed at first sight with the use of paper films are 
as follows: 

1. Fractures of all parts of the body. 

2. Foreign bodies in the lungs and gastro-intes- 
tinal tract. 

3. Dislocated extremities and cervical spine in 
adults and children. 

4. Gastro-intestinal conditions, such as ulcers 
of the duodenum and stomach; ulcerative colitis 
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(non-specific) and tuberculosis; diverticulosis and 
neoplasm of the colon and stomach. 

5. Conditions involving the genito-urinary tract, 
such as uterine pregnancies, living or dead fetus; 
calculi in urinary bladder, ureters and kidneys; 
hydronephrosis; hydro-ureter and neoplasms of 
the bladder and kidneys. 

6. Conditions of lungs, such as pneumonia, 
either lobar, lobular or bronchial; tuberculosis, 
either minimal or advanced; neoplasms, both pri- 
mary and metastatic; malignant lymphoma and 
pulmonary infarct. 

7. Conditions of the pleura, among which may 
be mentioned hydrothorax; pneumothorax and 
hydropneumothorax. 

8. Conditions of the peritoneum (several spec- 
tacular cases of pneumoperitoneum following rup- 
tured viscus). 

9. Conditions of the cardiovascular system, such 
as enlarged heart, mitral, aortic or generalized; 
dextrocardia (inflammatory) and aneurysm of the 
aorta. 

10. Conditions involving the bones, such as oste- 
omyelitis; neoplasm; cysts; rickets; syphilis and 
one case of scurvy. 


These Films Can Be Stereoscoped 


It is only fair to state that all of these conditions, 
which have been diagnosed by the use of paper 
films, have been checked by clinical, operative or 
necropsy findings, or all three. Statements to the 
effect that paper films cannot be stereoscoped are 
untrue. All adult chests and skulls are stereo- 
scoped at Provident Hospital. This also applies to 
children who are old enough to remain immobilized. 
Stereoscopy is performed by the extremely simple 
process of placing the light and mirrors in front 
of the film. 

In conclusion, we do not wish to imply that paper 
films or the technique of their development have 
reached perfection. This technique is a matter of 
development just as it has been with any other 
substance for recording x-ray examinations. But 
in at least 95 per cent of the cases, the conditions 
encountered have been diagnosed on paper roent- 
genograms. We believe that only early osteomye- 
litis and possibly some small metastatic neoplastic 
lesions still demand the use of films of the trans- 
parent type. 

Paper films being used today are superior to 
those used in the beginning, and we feel certain 
that their quality will still further improve and 
that finally transparent films will be entirely re- 
placed by them. 











THE MODERN HOSPITAL—May, 1934 























~ 
(% 


Are Your X-Ray Therapy 


Important developments and radical im- 
provements in deep therapy x-ray apparatus, 
through collaboration of the physicist and the 
radiologist, have effected such radical changes 
in the application of this form of therapy 
that many institutions upon investigation find 
their present facilities decidedly inadequate. 


HE startlingly increasing demand on the hos- 
pital for x-ray therapy in its various forms 
is well known to every hospital superintendent 
and staff. In the light of present day knowledge 
and what research has made available in im- 
proved equipment, can your hospital offer this 
type of service according to the newer standards? 

We are modernizing the facilities for hospitals 
everywhere — with the most complete line of 
deep therapy apparatus in the history of our 
organization — and can do the same for your 
institution. Forty years’ experience in the manu- 
facture of x-ray tubes and equipment is assurance 
that we are competent to serve your best interests. 


Facilities Adequate? 




















‘Ray Unit, at present 
one of our most popula poopienl models. This 
unit offers a combifiatiOnl Service, i. e., for x-ray 
diagnosis up to 100 ky.p.,/at 100 ma., in addition 
to x-ray therapy up to 200,000 volts at as high 
as 30 ma. It serves ideally as a nucleus for future 
expansion, as with the addition later of a 
capacitor unit the range of x-ray therapy 
may be increased to 300,000 volts at 10 ma. 
Recent installations include operation of the 
X PT. Coolidge tube in oil in a shock - proof 
container. q 
Write for further information — let us advise 


with you without obligation yi 
/ — 


Ask us about the Kf 









GENERAL ELECTRIC @ X-RAY CORPORATION 


2012 Jackson Bivd. 





Branches in Principal Cities 


Chicago, Illinois 

















erence te 























100 THE MODERN HOSPITAL 








Vol. XLII, No. 5 








HEN the initial linen equipment orders 

\V \/ for the University of Chicago Clinics 

were placed, each item was made dis- 
tinctive in material and in design. The surgeons’ 
operating pajamas, for example, were ordered in 
light weight twill. Patients’ pajamas were of 
heavier material. 

During the past seven years it has been found 
desirable at times in the interest of economy to 
depart somewhat from these standards but in the 
main the original plan has been followed. Recently 
the Clinics needed to purchase twenty dozen doc- 
tors’ operating jackets, twenty dozen patients’ 
pajama coats and forty dozen patients’ pajama 
trousers. When samples from the stock were sub- 
mitted by the housekeeper, it was found that the 
garments were made of three different kinds of 
material. The question immediately arose as to 
which material was best and least expensive for 
uniform use in the three garments. 


Simple Procedure Followed in Tests 


One of the fellows in hospital administration at 
the Clinics was asked to determine which material 
was preferable and the relative probable lifetime 
experience of each fabric from the standpoints of 
appearance, suitability, tensile strength, first cost 
and total cost of laundering each garment during 
its life. This last point is of considerable impor- 
tance because the Clinics now use commercial 
laundries exclusively. The fabrics were labeled 
A, B and C. 

The procedure followed in this study is simple. 
By taking sample cuts of uniform size from the 
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A Method for Testing Materials 
for Hospital Garments 


different materials, accurate shrinkage and weigh- 
ing tests can be made without difficulty. A small 
pair of balance scales, a linen glass for counting 
threads and a tensile strength machine are the 
necessary tools. The results of shrinkage tests, 
however, proved too insignificant to include as an 
influencing factor. 

From the standpoints of appearance and suit- 
ability, the texture of fabric A proved to be so 
coarse that it was undesirable for use in the gar- 





| 
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Weights of Materials per Square Yard! 














Percentage 
Difference 
Weight, Relative 
Material Grams toB 
tiated ket cd Saat es 152.71 125.46 
1 ORR Ste Ur eee INTO rir en mr 121.72 100.00 
Ae ken ieearsrie’ Itai Renee 139.37 114.50 
Thread Counts per Square Inch 
Threads 
Material Warp Weft 
SE WS Pb Ns hes pda onchange) ores rare ciate ie keer Fio eae 53 47 
sy Racataha ay oince icyaran Sra cenae eieaar tees ea 103 63 
UR Ota, GOO tee oe een Pn ae rent Tea ena? 100 66 


Breaking Strength Pounds per Square Inch? 








Pounds 
Material Warp Weft 
eS eh eichicih ess cate baaiets id Cha ein desbaen oaeioee 39.80 41.55 
EE ee eer Pee een ee eee 66.25 31.00 

_ TEE Oa en Rr eae en ee no test 





1All comparative weights taken after removal of starches from 
new fabrics. 
“Scott tensile strength machine used in tests. 
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Actual 
Weight of Material A 
Weight Washed Laundry Costs in Excess of 
Relative Garment (2c per lb.) Material B 
Garment Material toB (Pounds) One Wash 200 Washings per Garment 
Doctor’s Coat.......... A 125.46% 5158 $0.0128 $2.56 \ 52e 
B 100.00% All1 0.0102 2.04 | 
Pajama Coat..........| A 125.46% .7964 0.0199 3.98 \ 80e 
\ B 100.00% .6371 0.0159 3.18 
Pajama Trousers....... f A 125.46% .6714 0.0167 3.34 } 68¢e 
\ B 100.00% 5352 0.0133 2.66 
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Electrically, automatically, a recording instru- 
ment charts in red ink the water temperatures 
in this Crane continuous flow bath over the 
entire period of treatment. The doctor has a 


positive record. 


Should the temperature rise or lower two de- 
grees, flash! . . . a red signal lights and an 
electric alarm instantly informs the attendant. 
Danger of pneumonia or scalding from tem- 
peratures too low or high is ended. The Crane 
automatic electric alarm and recording device is 
actuated by a mercury thermometer bulb inside 
the bath. It is dependably accurate. 

An overflow, fitted with a skimming shield, 
keeps the water surface clean without the ne- 
cessity of periodic draining. A vacuum breaker 
in the water supply prevents pollution from 
back siphonage. The patient is supported in 
utmost ease on a perforated canvas cradle and 


rostenmang steet. C 6232—Crane Continuous Flow Bath 
Here is an excellent example of many Crane con- 


tributions to the advancement of hydro-therapy. 


CRANE 


CRANE CO., GENERAL OFFICES: 836 SOUTH MICHIGAN AVENUE, CHICAGO, ILL. © NEW YORK: 23 WEST 44TH ST. 
Branches and Sales Offices in One Hundred and Sixty Cities 


VALVES, FITTINGS, FABRICATED PIPE, PUMPS, HEATING AND PLUMBING MATERIAL 
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ments for patients. Because of apparent bulkiness, 
material C was not desirable for any of the gar- 
ments. Material B was therefore selected on this 
score. 

In first cost, garments of material B exceeded 
those of A by about 15 per cent. However, because 
of the partial undesirability of A, the difference in 
the purchase price had little bearing upon the 
choice between A and B. 

In the laboratory, where tests were taken from 





$643.20. 
Saved by 
Using B 











$2,526.31 


Cost of washing 
Material A $1,883.11 
Cost of washing 
Material B 





Savings in laundry costs. 


ten-inch square cuts of each material, the student 
found that material A was of plain weave and 
closely woven, although it was fairly coarse in tex- 
ture. Material B was of twill weave, much finer 
in texture. Material C was a strong, heavy, closely 
woven twill. Comparisons of the fabrics are shown 
in Table I. 

The weights given indicate that fabrics A and C 
were respectively 25.46 per cent and 14.50 per cent 
heavier than material B. This, of course, predicts 





Tasie ITJ—AnticipaTEepD SAVINGS IN LoNG-TIME 
LaunpDRY Costs 








Savings per Antic- 

Number Garment by Using ipated 

Garment - Ordered Material B Savings 
Doctors’ Coats......... 240 52¢e $124.80 
Pajama Coats.......... 240 80e 192.00 
Pajama Trousers....... 480 68e 326.40 





Possible savings in laundry costs by use of 
CE ca discs4atenekd ss penneeeen $643.20 








laundry savings with the use of B. At the same 
time, due to the general character of material C, 
the choice immediately narrowed down to fabrics 
A and B. 

Assuming the life of each garment to be 200 
washings, a comparison of differential laundry 
costs was worked out (Table II). 

Anticipated savings in long-time laundry costs 
over the life of the garments are shown in detail in 
Table ITI. 

The material selected was lighter in weight, su- 
perior in appearance and texture, and was there- 
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fore most suitable for the purpose. Although it 
was about 15 per cent higher in price and the total 
first cost was about $65 higher, the saving in 
laundry amounted to $643.20, so that the net sav- 
ing was about $580 or $290 a year for each of the 
two years of expected life. 


Spring Is the Time to Repair the 
Ravages of Winter 


As spring approaches the busy hospital superintendent 
begins to think about refurbishing the outside of the build- 
ing and improving the grounds. These items are expensive 
but they are a bit like teeth that show signs of decay—the 
longer they are neglected the more costly they become. 

It is not enough that hospital windows be clean. Frames 
must be well protected with paint—preferably white lead 
and oil—and the tightness of the putty should be checked. 
All sashes should be inspected for leaks. Walks should be 
carefully inspected for sunken bits that are apt to form 
puddles in wet weather and for raised sections that invite 
the passer-by to trip. 

Fire escapes should be carefully inspected for rust spots 
and broken treads or anchors. Tuck pointing should be 
gone over. The whole outside of the physical plant should 
be given a detailed and careful inspection in order to deter- 
mine just what damage has been caused by the ravages of 
winter and what steps should be taken to bring the outside 
of the physical plant up to a high standard. 

It is just as bad to put a beautiful hospital plant in the 
center of shabby grounds as it is for the superintendent to 
wear old shoes with a new suit of clothes. Perhaps sor « 
good friend of the hospital will donate new shrubbery 0 
soften the building’s approach to the grounds. If not, it is 
a good plan to buy a little and each year add another 
gracious touch to the outside of the hospital plant. 

After the grounds are shipshape and the outside of the 
building is in good repair, roof and drainspouts should be 
checked over. In this connection it should be remembered 
that while copper costs a bit more than galvanized iron, it 
is much cheaper in the long run. 





Screw Nails for Hospital 
Maintenance Work 


A leading manufacturer of nails has developed a new 
screw nail that is long, slender, light weight and so strong 
that smaller sizes and lighter weight lumber may be effec- 
tively used. The new nails are made from square stock 
which is twisted so that the square corners make thread- 
like ridges. 

This new type of construction has been called the most 
radical change in nails since wire nails replaced cut nails 
in the eighties. The conventional drive screws are short 
because made of soft stock to permit the threads to be 
rolled on, but these new screw nails are made in all sizes 
and types. 
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Higher Vitamin Content than in 
Most Home-Cooked Strained Foods 


Heinz cooks and strains fresher- 
than-market vegetables by methods 
which assure greater retention 


ANY mothers believe that maximum vita- 

min retention is possible in market 

vegetables cooked and strained at home with 
ordinary home methods. 


Impartial tests, however, show that both vita- 
mins and minerals are retained to a higher 


STRAINED 4 


PRUNE 


With LEMON JY 


MADE USAR 
Mobi 0 SUR 


Heinz Strained Foods include 8 varieties — Mixed 
Vegetables, Peas, Green Beans, Tomatoes, Carrots, 
Spinach, Beets and Prunes. 


degree in Heinz ready-to-serve Strained Foods. 


This is no accident. The House of Heinz uses 

vegetables hours-fresh from gardens—vegetables 

grown under strict supervision. Heinz cooks 

and strains them, in small batches, with 

methods and equipment carefully calculated to 
reduce vitamin destruction to an ex- 
tremely low point. 


They are finely strained, and come to 
the home, vacuum sealed in enarrel- 
lined tins. Their heavy consistency 
makes them go further. 


Because of their fresh color and flavor, 
Heinz Strained Foods are readily ac- 
cepted by most infants. 


May we send you a copy of the new, 
up-to-the-minute reference manual 
of Nutritional Charts, full of tabulated 
information and analyses of many 
types of foods? This manual, compiled 
under qualified scientific supervision, 
is yours for the asking. Address H. J. 
Heinz Co.,Dept.MH105, Pittsburgh, Pa. 


67) 
HEINZ Strained Foods 


A Group of the 57 Varieties 
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Dietetics and Institutional Food Service 
Cenducted by Anna E. Bouter, Central Free Dispensary at Rush Medical College, Chicago 


Food Service System in a Large 


Metropolitan Hospital 


By NELDA ROSS 


Director, Nutrition Department, Presbyterian Hospital, New York City 


City, the department cf nutrition is com- 

posed of two divisions. One division is 
under the supervision of a steward who is respon- 
sible for the preparation of all food except certain 
therapeutic diets. He is responsible for the service 
of food to staff and personnel and for the purchase 
of meats, fruits and vegetables. The other division 
is under the director of nutrition who is responsi- 
ble for the service of food to all patients; the 
preparation and service of therapeutic and re- 
search diets, and the instruction of patients, stu- 
dent nurses, student dietitians and medical 
students. Members of the department are avail- 
able for consultation on problems in normal nutri- 
tion or diet therapy. 


A T THE Presbyterian Hospital, New York 


Directly Responsible to the Superintendent 


Fine cooperation exists between the depart- 
ments. The steward does not wish to assume any 
of the duties of the nutrition department and no 
dietitian covets his responsibilities. The steward’s 
department prepares the food; the dietitians order 
it and supervise the service to the patient. At the 
time of service, any food ordered from the main 
kitchen is delivered as soon as possible, whether 
the emergency is due to changes in diet orders, new 
admissions or oversights in ordering. Any discus- 
sions as to whether such orders are too numerous 
or too expensive are carried on later, but at the 
time of service food ordered is sent on the assump- 
tion that it is an absolute necessity. 

Both the director of the nutrition department 
and the steward are directly responsible to the 
superintendent of the hospital. Either may take to 
the executive vice president any problem about 
which they wish to have a direct decision from him. 

In the steward’s department are two dietitians 
—one who supervises the service of food to the 


personnel and staff, as well as the arrangements 
for special luncheons, teas and parties; another 
who is assistant to the steward and writes all 
menus. These menus are sent to the nutrition de- 
partment where they are again checked, to avoid 
repetition and to confirm their suitability for serv- 
ice to private patients, ward patients and children. 

Private patients have a modified selective menu. 
Patients in the higher priced rooms are allowed 
to order anything not on the menu without extra 
charge. Other patients choose from the menu, pay- 
ing 4 la carte prices for foods not on the menu. 
Group private patients who pay two-thirds the 
regular private patient rate are given a slightly 
more restricted selective menu. A charge is made 
for all between-meal nourishments except broth, 
milk, cocoa, buttermilk and tea unless such nour- 
ishments are essential in filling a special diet 
prescription. Most therapeutic diets are served 
as modifications of the regular and soft diets with 
additions or substitutions ordered by the dietitians. 
Any diet for a private patient, which must be 
weighed or carefully prepared, is served from the 
diet kitchen at an additional charge of $1 a day. 


Cooking Not Allowed in Pantries 


A pantry on each of the seven private floors is 
completely equipped with refrigerator, coffee urn, 
dishwasher, steam table and electrically heated 
food truck. Silver, glassware and china in each 
pantry has a value of approximately $2,000. No 
cooking is allowed in the pantries. All nourish- 
ments are prepared in one pantry where a maid is 
on duty from 7:30 a.m. until 11:30 p.m. All trays, 
including those for patients having special nurses, 
are served by the head nurse or her assistant, 
aided by two diet maids. 

Three dietitians supervise the service of the 
entire group of patients, each one being responsible 
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for from thirty-five to forty patients. The dieti- 
tians also visit the patients, consulting them and 
assisting them in choosing their menus. They are 
responsible for keeping the cost of special orders 
as low as is consistent with the complete satisfac- 
tion of the patient. The dietitian in charge is 
responsible for the general condition of the pan- 
tries, the upkeep of equipment and the replacement 
of silver and china. She is expected to maintain the 
standard of each pantry on a specified budget. 
Private patients in Babies’ Hospital and the Insti- 
tute of Ophthalmology receive a similar type of 
service. 


Department Operates on a Budget 


The dietary ward service is the same in prin- 
ciple in various units of the Columbia-Presbyterian 
Medical Center—Babies’ Hospital, Institute of 
Ophthalmology, Presbyterian Hospital and Sloane 
Hospital for Women. The dietitian is responsible 
for a varying number of patients, depending on 
the type of patient in that service. She orders all 
food for regular and soft diets from the main 
kitchen and any additional food necessary to serve 

he therapeutic diets in her division from the 
main kitchen or the diet kitchen. She visits all 
patients daily, whether they receive regular or 
therapeutic diets, and teaches them correct food 
habits. She consults with the physicians as to their 
wishes regarding the diets of their patients. She 
instructs student nurses, student dietitians and 
patients. 

The department of nutrition, like all other de- 
partments in the hospital, is on a budget. A defi- 
nite allotment is made to each division of the 
department for supplies and replacement. Efforts 
were made in 1933 to effect all possible savings. 
The budget given to the department for 1934 is 
the amount actually spent in 1933. Supplies are 
ordered weekly, necessary equipment is ordered 
as needed and as the budget permits, but every- 
thing is brought up to standard quarterly. It is 
hoped that all this replacement may be made out 
of the budget in 1934, although this has not been 
done in other years. Savings have been effected 
by slightly decreasing the standard in each pantry, 
which is possible with quarterly replacements but 
not with semiannual replacements, and by having 
permanent workers rather than a shifting group 
in the pantries at mealtime. 

The members of the personnel are responsible 
for breakage and loss, an arrangement which en- 
courages them to be careful in the handling of 
supplies and equipment. 

Each month “budget luncheons” are served at 
which the financial condition of the hospital is 
discussed, suggestions are made for further econ- 
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omies and explanations are given if the budget has 
been exceeded. Any problem of interest to the 
group may be brought up. The executive vice 
president presides over these luncheons which are 
attended by the administrative officers and the 
professional staff of the services represented. 
These discussions stimulate cooperation and econ- 
omy and develop a right attitude toward the poli- 
cies of the hospital. 

The responsibility of the nutrition department 
in food service and financial management has been 
discussed. The third responsibility of the depart- 
ment is educational. Two dietitians instruct pa- 
tients in Vanderbilt Clinic. One is stationed on 
the children’s floor where she instructs mothers 
on the feeding of children in both the clinics for 
well babies and those for sick babies. She also 
instructs all patients receiving ketogenic diets, as 
well as those in the allergy clinic. The other clinic 
dietitian instructs patients from all other clinics, 
as general medical, surgical, gastro-intestinal, 
diabetic, endocrine, nephritis, hypertension, me- 
tabolism and others. She holds classes and dem- 
onstrations for them when these seem to be 
needed. Dietary instruction is individual and is 
given only upon the order of a physician. This 
dietitian instructs all diabetic patients in the hos- 
pital on their discharge diets. It seemed important 
for her to make this contact since these patients 
often return to her after they have been discharged. 
Patients on other diets in the hospital are in- 
structed by the dietitian in charge of their diet or 
by one of her assistants, supervised by the dietitian. 


Teaching System Reorganized Last Year 


The instruction of the student nurse has received 
serious consideration. For five years the formal 
class work has been handled by one full-time in- 
structor who has given 18 lectures in normal 
nutrition, 15 in diet therapy and 18 two-hour lab- 
oratory periods in food preparation to each of two 
classes of approximately sixty students entering 
in September and February. The food preparation 
classes have been especially adapted to the needs 
of the nurse, with emphasis on preparation of 
individual portions of those foods she may prepare 
for her patients. 

To arrange for the practical experience of the 
student nurse was not so easy. Diet kitchen serv- 
ice is not popular in most hospitals because it tends 
toward a routine that is not closely related to the 
later needs of the nurse. Members of the depart- 
ment felt that the practical experience should be 
presented in such a manner that enthusiasm in 
this service would be aroused and sustained. 

In 1933 a reorganization was accomplished that 
permits the student nurse to obtain excellent ex- 
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CONVALESCENT 


The tired convalescent with weakened diges- 


tion, shrinks from a “heavy” diet, requires 


tasty, easily digested, quickly absorbed food. 


Karo Syrup is easily assimilable, does not 
overtax the digestion, improves the flavor of 
milk, cereals or fruit drinks, does not cloy 
the appetite through excessive sweetness. 

Karo Syrups are essentially Dextrins, 
Maltose and Dextrose, with a small percent- 
age of Sucrose added for flavor—all recom- 


mended for ease of digestion and energy value. 
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A convenient calculator of feeding schedules which is accurate, 
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your prescription blank or professional card. 
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perience and considerable responsibility in diet 
therapy. The present system is not original; it is 
an adaptation of those used in several other hospi- 
tals. The diet nurses assigned to the nutrition 
service are placed in charge of the pantries on 
medical wards for two weeks and on surgical 
wards for two weeks. There are two pantries on 
each floor, each serving twenty-five to thirty pa- 
tients. Food is served from the truck to the trays 
by maids who have been taught some of the ele- 
mentary principles of nutrition and are familiar 
with the menus of the regular, soft and salt poor 
diets. Diet nurses check by menus the trays served 
by the maids and are responsible for the accuracy 
of the completed tray which is then carried to the 
patient by a nurse assigned to ward duty. 


Students Spend Two Weeks in Diet Kitchen 


Diet nurses visit their patients and write their 
menus, adapting them both to patients’ likes and 
dislikes as well as to dietary prescription. They 
urge patients to form correct food habits and may 
assist in instructing them on discharge diets. They 
keep definite records regarding patients requiring 
dietary treatment, correlating the progress of the 
patients with the diets given. While on the dietary 
service, student nurses are given eight one-hour 
lectures—one on the routine and administration 
of the service and the remaining seven on thera- 
peutic diets. This practical experience is super- 
vised by the dietitians in the dietary service divi- 
sion. In order to effect these changes, it was 
necessary to release the student nurses from much 
of the diet kitchen routine. They now spend two 
weeks in the diet kitchen, the first week being 
devoted to the preparation of foods and the second 
to the calculation, preparation and service of a 
diet for one diabetic patient. While in the diet 
kitchen they have several conferences with the 
dietitians on the administration of the diet kitchen, 
food preparation and the various diets served from 
this division. 

Three detailed case studies are made by each 
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student nurse—one in the diet kitchen, one on 
surgical wards and one on medical wards. In 
addition to formal class work, eleven hours of 
instruction are given daily to student nurses by 
various members of the nutrition department. In- 
fants’ nurses, who are trained in Babies’ Hospital, 
are given six two-hour laboratory classes in food 
preparation and five lectures in nutrition and diet 
therapy. They spend one month in the diet kitchen 
where they learn to prepare the simple foods they 
are most likely to be called upon to prepare for 
children. 

Nine student dietitians are given a one-year 
course here. They register for certain courses at 
Teachers College, Columbia University, depending 
cn previous preparation. Credit obtained may be 
applied toward a master’s degree, but not more 
than fifteen hours’ credit can be carried along with 
the hospital responsibilities. The students are given 
at least one month in a responsible position, usu- 
ally as vacation relief. This has seemed a good 
plan both in correlating all her experience for the 
student and in giving members of the department 
an opportunity to evaluate the student’s ability in 
a position of responsibility. 


Emphasis Placed on Planning Diets 


Eight classes are given to fourth year medical 
students in practical diet therapy. They calculate 
and plan diets and in some cases have interested 
themselves in actual applications of diets for indi- 
viduals requiring dietary management. Little 
attempt is made to justify theories underlying 
dietary treatment since this instruction is covered 
in the medical lectures. Emphasis is rather placed 
on details of planning diets and instructing pa- 
tients. 

The staff engaged in carrying out the detail work 
of the nutrition department consists of twenty 
dietitians. A recent survey showed that exclusive 
of two new positions, only one dietitian has been 
on the staff less than two years. The average term 
of service, as calculated at this time, is four years. 





The Superintendent of Nurses 
and the Dietitian 


It is not good practice to require the dietitian to answer 
to the superintendent of nurses. While the nurse naturally 
is interested in procuring good food for the patient, she 
usually is not sufficiently informed concerning food and 
body chemistry to judge as to the proper prescription of 
foods. 

The dietetic department should be a major unit and 
should not be subservient to the head of the training school. 





Unless this arrangement is made friction is likely to arise, 
because the dietitian rightly feels that her training and 
position in the hospital place her in the position of a 
departmental, not a divisional, head. The dietitian is more 
likely to function happily and efficiently under the superin- 
tendent of the institution than under the superintendent 
of nurses. 

The buying of foods, the preparation of special diets 
and the feeding of employees are matters that the average 
supervising nurse is incapable of directing. It is necessary 
for the dietitian to cooperate with the superintendent of 
nurses, but the latter should not have the authority to give 
orders to the dietitian. 
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Helps Correct Common Constipation 
Due To Insufficient Bulk? 


“Bran owes its laxative action not to the phytin or ash content, 
but to the crude fiber and. pentosans present.’’; Consequently, 
Ry-Krisp is particularly effective as a natural aid in correcting 
common constipation — for these crisp, temptingly flavored 
wafers made of flaked whole rye, water and salt, provide these 
advantages: 


1. A high percentage of bran. 


2. A pentosan content twice that of whole wheat. 
(Products made from refined flour have no 
pentosan content). 


3. A high crude fiber content. 


4. Their use will, by natural methods, increase 
the chief constituents of the faeces, i.e., food 
residue and intestinal secretions. 


5. They have unusually high absorptive power, 
which makes them valuable in increasing the 
bulk of the diet. 


Moreover, Ry-Krisp Whole Rye Wafers taste so good 
that patients are glad to eat them regularly. 
To help you plan special diets, our Research Laboratory Report 


on Ry-Krisp Whole Rye Wafers will be sent Free. Sample wafers 
for your personal use will also be included. Use the coupon below. 


RALSTON PURINA COMPANY, DEPT. MH 
228 Checkerboard Square, St. Louis, Mo. 


Without obligation, please send Research Laboratory Report, and 
samples of Ry-Krisp Whole Rye Wafers. 


(Offer limited to residents of the United States and Canada) 











This rural community hospital finds 
ita great convemence as well as a real 
economic advantage to have its own 
garden. Carrots, lettuce, cabbage and 
tomatoes are supphed 1n abundance 
from the garden and even fresh peas 
and cauliflower are served to patients 
and employees. Flowers from the 
garden are avatlable for trays and 
dining rooms 


By FRANCES B. BOWEN 


Dietitian, Olean General Hospital, Olean, N. Y. 


tion, is situated in a city of 23,000. It 
serves a rural community of 72,000, a 
prosperous oil country in normal times. 

Because the oil business has been seriously af- 
fected by the depression and people no longer feel 
that they can afford to avail themselves of hospi- 
talization, the hospital census has decreased con- 
siderably, especially in the private rooms. 

The hospital is much spread out, but all food is 
served from a central kitchen, so that the problem 
of getting food hot to patients is about the same 
as that met with in a larger institution. 

At the rear of the basement in the main build- 
ing is the main kitchen where food is prepared 
for the entire hospital, both patients and personnel, 
with the exception of special food for patients. 
This kitchen is equipped with a modern, hot top 
gas range in three units, a gas broiler, an electric 
potato parer, an electric mixer, a pot sink, a closet 
for pots and pans and one for food supplies and a 
new built-in refrigerator. 

This refrigerator, installed last summer in spite 


() ion, General Hospital, a 100-bed institu- 
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of severe economic depression, is 1014 by 614 by 
614 feet. It is lined with concrete over cork, and 
has metal, adjustable shelving. Brine refrigeration 
is used and there is no difficulty in maintaining a 
temperature of not over 45° F. All perishable 
goods can be stored here. 

On the same side of the basement is a passage 
leading to the delivery entrance, and the garbage 
room opens on to this passage. The garbage room, 
cared for by the housekeeping department, is kept 
clean and free from odor. 

Another passage on the same side of the base- 
ment leads to the storeroom which is used for 
groceries and canned goods. A perpetual inventory 
is kept of the contents of the storeroom and this 
is checked monthly with the actual inventory. 
On this side of the hall are also a cleaning closet 
and an elevator that is used for carrying trays. 

Across the hall from the main kitchen is a 
nurses’ dining room that seats twenty-eight per- 
sons. This is connected with the main kitchen by 
a serving pantry for both nurses and staff. The 
pantry is equipped with closets for dishes, a steam 
table, coffee and hot water urns and a sink. Next 
to the nurses’ dining room is the staff dining room 
that seats sixteen. 


Dietary Personnel Has Been Reduced 


The diet kitchen, next on this side of the hall, is 
used for preparing special diets, foods such as 
junkets, custards and gelatins, and any special 
food required for patients that is not on the regu- 
lar menu. It was used in giving dietary training 
to student nurses until the school of nursing was 
abolished in September, 1928. 

Equipment in the diet kitchen consists of a two- 
unit gas range, a gas broiler, coffee and hot water 
urns, a sink, two storage closets for dishes and a 
new electric refrigerator equipped with cold con- 
trol, hydrators for keeping fruit and vegetables 
fresh and freezing trays used for freezing desserts 
as well as ice cubes. 

The dishwashing room opens out of the diet 
kitchen and is equipped with an electric dish- 
washer. All dishes are washed here for the entire 
house. Trays are scraped and set up on the same 
trucks which are taken upstairs. 
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Jhe Worlds Finest 
Cheeses are made or 
imported by KRAFT 


NOW | CALL 

THIS AN IDEA... 

CREAM CHEESE 
ON THE GOOD OLD 

BAKED APPLE! 


AND NOT JUST 
CREAM CHEESE. IT’S 
“PHILADELPHIA”... 
DELICIOUSLY FRESH. 


@ ‘Philadelphia’’ Cream Cheese is 
a real appetizer. Creamy-white, 
with a refreshing flavor, it has a 
way of making the simplest dishes 
tempting. 

To have this delicate, refreshing 
flavor, cream cheese must be fresh. 
Kraft guarantees the freshness of 
‘*Philadelphia’’ Brand. There is a 
‘“‘Philadelphia”’ plent not more 
than twenty-four hours away from 
every city market. The new-made 
cheese is shipped daily. 

As an extra precaution for fresh- 


ness Kraft wraps this delicate cheese 
only in the convenient three-ounce 
silver-foil packages which eliminate 
waste from spoilage and cutting. 

Made from rich cream and whole 
milk, ‘‘Philadelphia’’ Brand is 
highly nutritious. It is pasteurized 
—wrapped, untouched by human 
hands! 

This highest quality cream cheese 
is but one of many fine Kraft prod- 
ucts which offer real advantages for 
hospital use—both for patients’ 
trays and the regular staff menus. 








... monthly service of cheese 


Kraft-Phenix Cuisine Service 


recipes for hospital dietitians 4o1-e Rush St., Chicago 


In the ‘‘long run’’, it pays to use high quality cheese products. 
Scientifically produced, they are superior in flavor, really more 
economical for quality cooking. 
Kraft-Phenix Cuisine Service will send you, free, a valuabie 
monthly service of tested cheese recipes. This service will be 
helpful in bringing variety to both patients’ trays and staff 
menus. Just fill in the coupon! 
PROGRESS, CHICAGO 


SEE THE KRAFT EXHIBIT AT A CENTURY OF 
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SPECIMEN DINNER MENU | 
Staff, Nurses and Light Fluid 
Help Full Diet Soft Diet Light Soft Diet Fluid Diet Diet 
Baked Ham Same as nurses, Vegetable Soup Strained Soup Strained Soup Broth 
Candied Sweet plus vegetable Mashed Potatoes Milk Toast Curds and Cream Tea 
Potatoes rt Rag private string Beans Puréed Vegetable Tea, Coffee or 
String Beans - ; Bisque Tortoni Fruit Gelatin Milk 
Bisque Tortoni Bread and Butter Tea, Coffee or 
Bread and Butter Tea, Coffee or Milk 
Tea, Coffee or Milk 


Milk 











The help’s dining room, seating twelve, is next 
to the dishwashing room, and at the end of the 
hall is the dietitian’s office. 

The dietary department personnel has _ been 
somewhat reduced since the onset of the depres- 
sion. It formerly consisted of a dietitian, a head 
cook, a pastry cook, a night cook, a general kitchen 
cleaner, three waitresses—one for the staff, one 
for the nurses and one for the help—a diet kitchen 
cook, four tray maids and a dishwasher. However, 
the pastry cook, the nurses’ waitress and one tray 
maid have now been eliminated. 

The dietitian has charge of the entire depart- 
ment, including personnel, kitchens, dining rooms 
and storeroom. She purchases food with the ex- 
ception of contract goods, which are bought by the 
superintendent after consultation with the dieti- 
tian. All menus are made out by the dietitian who 
also sees that food is properly prepared and served 
and that the department is kept clean. She super- 
vises the serving of trays on the floors, visits pri- 
vate patients and patients on special diets and 
instructs those who must keep on a diet after 
returning home. 


One Menu Is Used When Possible 


The head cook must now prepare all food, both 
meats and desserts, for nurses and employees, as 
well as the regular menu for the patients. This 
makes it important to use the same menu through- 
out the house when possible, though certain vari- 
ations must, of course, be made. Special diets are 
also fitted to the menu as far as possible. A speci- 
men menu is shown in the accompanying table. 

The diet kitchen cook prepares the special diets 
and any other foods required for patients that are 
not on the full diet menu. She also does certain 
cleaning in the diet kitchen and helps in serving. 

The night cook’s hours are from 3 p.m. to mid- 
night. In the afternoon she does cleaning in the 
main kitchen and nurses’ pantry and relieves any 
of the help who have the afternoon off. The night 
supper is served at 10:30 and 11 p.m. The general 
kitchen cleaner washes pots and pans, prepares 
vegetables and assists the cook when necessary. 





One waitress now takes care of both the nurses’ 
and staff dining rooms, but the nurses simply have 
cafeteria service from the pantry. The staff are 
still served individually at the table. 

Food for the help is put on the table on platters. 
Their waitress, besides keeping her own dining 
room clean, does additional cleaning in the dietary 
department and relieves and assists the tray maids. 
She has time for this since the noon meal is the 
only one served to all employees. The other two 
meals are served only to the kitchen staff and 
orderlies. 


Garden Is an Economic Advantage 


The tray maids scrape, set up and carry trays 
to the patients and are responsible for the cleanli- 
ness of the diet kitchen. 

The dishwasher now spends half of his time as 
utility man for the rest of the hospital, so that 
for one meal each day each department must wash 
its own dishes. This man also takes care of the 
storeroom and mops the entire dietary department. 

Close watch is kept over left-over food. The 
first aim is to have the proper amount prepared. 
The department is given a daily census of patients 
and nurses, the number of employees being prac- 
tically stationary. The cooks are also given a daily 
census of patients on the various diets. When it is 
observed that much of a certain dish comes back 
on the plates, that dish is, if possible, not served 
again, at least for some time. When food is left, 
the dietitians endeavor to find attractive ways of 
using it. Apple parings are used for jelly and 
waste grease is used for soap. 

The hospital has a garden which is a great con- 
venience and a real economic advantage. In 1933 
no carrots were purchased from outside markets 
between August 8 and December 12, no lettuce be- 
tween August 4 and November 15, no cabbage 
between July 29 and October 18, and no tomatoes 
between August 8 and October 18, all of these 
vegetables being supplied in abundance from the 
garden. Fresh peas, cauliflower and other vege- 
tables were served several times to the entire hos- 
pital force and all patients, including those in the 
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THESE COLORFUL NEW 
FLOORS MAKE SUCH A 
DIFFERENCE IN A 
PATIENT’S ATTITUDE! 





7 E will get well—when he 
makes up his mind he wants 
to!”,—how many times you have 
heard that in hospital corridors! 
Every doctor and nurse realize 
the tremendous power of a patient’s 
attitude. And they also realize that 
surroundings make a big difference. 
Dull, dreary floors can handicap 
the best doctor, and can discourage 
the most sympathetic nurse. On the 
other hand, colorful, resilient floors 
can help the doctor, comfort the 
nurse—and buoy up the patient 
infinitely! With Armstrong’s Lino- 
leum Floors, you take full ad- 








vantage of the known therapeutic 
value of cheerful color. 

Moreover, these floors are easy 
to keep clean and sanitary. An 
occasional waxing with Armstrong’s 
Linogloss, and their beauty lasts 
indefinitely. They are economical to 
install and economical to maintain. 








For further information, send for 
“‘PublicFloorsof Enduring Beauty.” 
If your walls are shabby and dull 
ask for information about Arm- 
strong’s Linowall. Address Arm- 
strong Cork Company, 

1210 State Street, Lan- 


caster, Pennsylvania. 


Armstrong's 
LINOLEUM FLOORS 


COLLEGE OF 


APPROVED BY THE 


AMERICAN 


SURGEONS 
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wards. This would not have been possible if these 
vegetables had to be purchased outside. Nearly 
enough pickles were made to last all winter and a 
little surplus cabbage was sold. Flowers from the 
garden were available for trays and dining rooms. 

Per capita cost is figured each month. The aver- 
age cost per meal for 1933 was 16.11 cents, or 2.4 
cents less than in 1932. This includes wages as 
well as food. The total number of meals served in 
1933 was 69,902; the daily average was 191.51. 
These meals were divided as follows: patients, 
29,177; staff and office, 8,639; nurses, 17,642; em- 
ployees, 14,354; guests, 90. Forty-six special diets 
were served during the year. 


Serving System Well Liked 


Three different systems of tray service were tried 
before a satisfactory one was found. When the 
school of nursing was in existence, food was sent 
to the floors in large copper boxes, one box for 
each floor. Hot water was put in the bottom, and 
the food was put into separate, movable compart- 
ments which fitted into the top of the box. Trays 
were set up in the floor kitchens by floor maids, 
who also washed the dishes. Serving was done by 
student nurses. Special diets were prepared in the 
diet kitchen, marked and put into the box. There 
was no supervision by the dietitian and student 
nurses and maids were likely to be careless. 

Next, central service was put into effect, with 
trays set up and completely served in the diet 
kitchen. Some of them had to be hauled hundreds 
of feet to their destination and since there was 
still no supervision after they left the kitchen, 
they were not always carried to the patients im- 
mediately after reaching the floors. There was 
much complaint about cold food. 

The present system, put into effect in November, 
1928, is well liked. An electrically heated conveyor 
is connected in the diet kitchen for an hour before 
serving time, so that it is hot when the food is put 
in. Trays are set up by the tray maids in the 
dietary department and the cold food is put on, 
after which trays are taken upstairs. At serving 
time the conveyor is taken upstairs by the tray 
maids, accompanied by the dietitian and the diet 
kitchen cook, who put on the hot food. The tray 
maids immediately carry the trays to patients. 

Everyone seems to be pleased with this system. 
Hot food is kept hot and the dietitian personally 
inspects each tray. Under this method closer con- 
tact is possible between the patients and the dietary 
department than could be had under either of the 
former methods, and more attention can be paid 
to likes and dislikes, even those of ward patients. 
An apparent advantage of the smaller institution 
is that it is easier to get acquainted with the indi- 





THE MODERN HOSPITAL 





Vol. XLII, No. 5 


vidual patient and to think of him as a person 
rather than as just another “tray.” Nurses do 
not have to stop their work to carry trays, and 
tray service is uninterrupted no matter how busy 
the nursing department happens to be. This is 
especially advantageous where the work is done 
by graduate nurses as it is here. 

In the case of private patients with special 
nurses, however, the nurse carries in her own tray. 
Private and ward patients receive much the same 
food, but the menu is made somewhat more elab- 
orate in some instances for the private patient, 
and he is allowed something different if he does 
not like the menu. Private trays are set up with 
linen napkins and tray covers instead of the paper 
ones which are used on ward trays. Private pa- 
tients have better silver and dishes. 

Patients on liquid diet receive trays at the same 
time as the other patients, these trays being served 
by the dietary department. Between-meal nour- 
ishments, however, are served by the nurses, who 
requisition supplies daily on requisition slips, one 
for each floor. On these slips are also listed all 
patients on that particular floor, together with each 
patient’s diet, so that the dietary department can 
check the trays daily. 

Trays are served to guests of patients when 
requested, but the order must come to the dietary 
department through the main office one hour before 
serving time. The patient is, of course, charged 
extra for guest trays. Ordinary hospital diets are 
both ordered and discontinued by telephone, but 
special diets must be ordered on a printed slip. 


Patients Are Given Food Instruction 


Most special diets are diabetic, though there is 
an occasional nephritic or anemic diet, as well as 
an occasional diet for a liver or gallbladder condi- 
tion. All small children receive a diet suitable to 
their age. In planning a special diet, attention is 
paid to the patient’s likes and dislikes and to reli- 
gion, nationality and financial status. 

Before leaving the hospital, patients are in- 
structed with regard to their diets. They are told 
how to substitute one food for another and how 
to prepare any necessary food with which they are 
not familiar. Diabetics are given diet lists with 
the amounts expressed in terms of household 
measures. Five and 10 per cent vegetables are 
explained in terms of the number of lumps of 
sugar they contain, and a fruit and vegetable list 
is given, showing the number of lumps of sugar in 
each classification. A list is also given of foods 
that may be substituted for one slice of bread, for 
one egg and for one teaspoonful of butter.’ 





1The author acknowledges indebtedness to Lois A. Roscoe, superin- 
tendent, Olean General Hospital, for valuable suggestions. 
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SODIUM BICARBONATE 
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HE important part played by Sodium 

Bicarbonate in preoperative preparation 
and postoperative care necessitates a product 
of the highest quality. For both of these pur- 
poses Arm & Hammer and Cow Brand Soda 
may be confidently used. 

Both are pure Sodium Bicarbonate meeting 
the requirements of the U. S. P. Their purity 
is carefully guarded by frequent daily analyses. 

The wide distribution of Arm & Hammer 
and Cow Brand Baking Sodas makes them 


instantly available in all parts of the country. 


Business Established in 1846 


CHURCH & DWIGHT CO.. Ine. 


10 Cedar Street New York, N. Y. 
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May Dinner Menus for the Patient 


By LENNA F. COOPER and ELIZABETH COLE 


Department of Nutrition, Montefiore Hospital for Chronic Diseases, New York City 





Day Appetizer or Soup 








1. Green Split Pea Soup 








Meat 


Potato or Substitute 


Vegetable 








Sauerbraten 


Kasha 


Carrots Compéte 


Dessert 








Celery Hearts 


Fresh Applesauce 





2. Mushroom Barley Soup 


Roast Lamb 


Spaghetti, Tomato 
Sauce 


String Beans 


Currant Jelly 


Fresh Strawberries 





3. Consommé With Egg 
Drop 


Baked Liver 


Mashed Potatoes 


Stewed Tomatoes 


Black Olives 


Stewed Pears 





4. Navy Bean Soup 


Eungarian Goulash 


Noodles 


Asparagus 


Pickled Beets 


Stewed Mixed Fruit 





5. Tomato Juice Cocktail 


Broiled Veal Chops 


Mashed Sweet Potatoes 


Spinach 


Radishes 


Grapes 





6. Milk and Corn Soup 


Gefulte Fish 


Parsley Buttered 
Potatoes 


Carrots 


Beet Horse-Radish 





7. Grapefruit Cocktail 


Roast Chicken 


Mashed Potatoes 


Peas 


Stuffed Olives 


Coffee Ring 





Sponge Cake 








8. Consommé With 
Noodles 


Boiled Brisket of Beef 


Hashed Browned 
Potatoes 


Baked Onions 


Stewed Fresh Rhubarb 





9. Asparagus Consommé 


Pastrami 


Mashed Potatoes 


Frosted Corn 


Celery Hearts 


Baked Apple 





10. Potato Soup 


Lamb Stew 


Rice 


String Beans 


Sliced Tomatoes 


Fresh Strawberries 





11. Vegetable Soup 


Roast Veal 


Bread Dressing 


Cauliflower 


Cranberry Jelly 


Diced Fresh Pineapple 





12. Lentil Soup 


Rheinbraten 


Boiled Sweet Potatoes 


Kale 


Dill Tomatoes 


Stewed Prunes 





13. Cream of Tomato Soup 


Sautéd Butterfish 


Mashed Potatoes 


Julienne Beets 


Coleslaw 


Baked Custard 





14. Chopped Herring 


Broiled Lamb Chops 


Stewed Potatoes 


String Beans 


Celery Hearts 


Stewed Figs 





15. Chick Pea Soup 


Pickled Beef Tongue 


Roast Potatoes 


Asparagus 


Carrot Sticks 


Peach Compéte 





16. Consommé With Farful 


Hamburg 


Lima Beans 


Grilled Tomato 


Stewed Apples 





17. Palestine Soup 


Stuffed Shoulder of Veal 


Stewed Celery 


Black Olives 


Diced Fresh Pineapple 





18. Brown Barley Soup 


Pot Roast 


Potato Pancakes 


Spinach 


Pickles 


Stewed Apricots 





9. Fish Chowder 


_ 


Chopped Liver 


Mashed Potatoes 


Tomato and Lettuce 
Sala 


Fruit Cup 





t 


20. Milk With Kasha 


Fried Smelts 


Baked Potatoes 


Frosted Corn 


Radishes 


Marble Cake 





21. Consommé With 
Alphabets 


Roast Duck 


Mashed Potatoes 


Armenian Egg Plant 


Cucumbers 


Baked Apples 





to 
te 


Clear Potato Soup 


Kischkes 


String Beans 


Shredded Lettuce 


Stewed Cherries 





to 


23. Temato Rice Soup 


Roast Beef 


Sweet Potatoes in 
Jacket 


Boiled Cabbage 


Stewed Fresh Rhubarb 





Veal Paprika 


Boiled Potatoes 


Beets 


Scallions 


Stewed Mixed Fruit 





24. Purée of Lima Bean 
Soup 
25. Celery Consommé 


Beef 4 la Mode 


Potato Kugel 


Spinach 


Loganberries 





26. Fruit Cocktail 


Shepherd’s Pie 


Peas 


Sliced Tomatoes 


Coffee Cake 





27. Mongole Soup 


Boiled Carp 


Boiled Potatoes 


Tzimas 


Beet Horse-Radish 


Apple Strudel 





28. Pineapple Juice Cocktail 


Chicken Fricassee 


Noodles 


Asparagus 


Cabbage and Green 
Pepper Salad 


Fresh Strawberries 





29. English Beef Soup 


Calves’ Tongue 


Mashed Potatoes 


Kale 


Scallions 


Stewed Prunes 





30. Cabbage Soup 


Meat Loaf, Mushroom 
Sauce 


Roast Potatoes 


Beets 


Fresh Apple 





31. Vegetable Chowder 


Corned Beef 


Stewed Potatoes 


Spinach 


Stewed Pears 








*Recipes for any of the above dishes will be supplied upon request by Anna E. Boller, Central Free Dispensary, Rush Medical College, Chicago. 


It will be noted that these menus have been planned for Jewish patients. 


product when meat is served. For this reason fruits are almost the only dessert that can be served with the dinner. 


The Jewish dietary laws prohibit the serving of any dairy 
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Sensitivity— 


A FEW seconds’ exposure. . . a flicker 


of light... a sensitized recording medium, 


and the electrocardiograph has made a trac- 
ing of heart conditions. But the value of 
the tracing is materially affected by the 
qualities of the cardiographic film or paper. 

Sensitized materials for electrocardi- 
ography must meet special requirements. 
They must be sensitive and have maximum 
contrast to make an accurate diagnostic 
record of action of split second duration. 
To meet these demands. . . to minimize re- 


takes...and to assure uniform excellence 


Contrast— 


to record a flicker of light 


in results, Eastman produces Safety Cardi- 
ographic Film and P.M.C. Bromide Paper. 


Eastman Film and Paper 


Eastman Cardiographic Film and P.M.C. 
Bromide Paper have unusual sensitivity 
... their contrast assures sharp, well-de- 
fined tracings. They provide cardiograms 
that will please your staff and promote new 
economy in electrocardiography. Order 
these recording media from your regular 


dealer. Eastman Kodak Company, "4 
Medical Division, Rochester, N. Y. ¢*® 











Eastman Cardiographiec Film and Paper 
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NEWS OF THE MONTH 


Tri-State Meeting in Cincinnati Is Highly 
Successful; Ohio Adopts New Constitution 


Enthusiasm, energy and a willing- 
ness to venture into new fields marked 
the joint convention of the Ohio, West 
Virginia and Kentucky hospital asso- 
ciations and allied organizations in 
Cincinnati on April 17, 18 and 19. The 
most important action taken was the 
adoption by the Ohio Hospital Associa- 
tion without a dissenting vote of a new 
constitution reorganizing the associa- 
tion on an institutional basis, assessing 
dues of half a cent per patient day of 
service, and authorizing the employ- 
ment of a full-time executive secretary. 


Need for Federal Support Stressed 


The eight-hour day for nurses, group 
hospitalization, the development of an 
effective public relations program, the 
importance of national affairs and of 
proper hospital representation in 
Washington, the Institute for Hospital 
Administrators, the American College 
of Hospital Administrators, the man- 
agement of small hospitals, the trend 
of prices in hospital supplies and the 
present plight of voluntary hospitals 
were among the subjects discussed at 
the separate and at the joint meetings 
of the associations. 

An invitation was extended to the 
American Hospital Association by the 
Cincinnati hospitals to hold their 1935 
convention in Cincinnati and by the 
Ohio association to hold the convention 
somewhere in Ohio. 

Both Dr. N. W. Faxon, president of 
the American Hospital Association, 
and Robert Jolly, president-elect, at- 
tended the convention and urged the 
necessity of federal support of some 
kind for hospitals, at least as an emer- 
gency measure. The attitude of the 
federal emergency relief administra- 
tion was explained by Fred Hoehler, 
Cincinnati, who has been closely asso- 
ciated with Harry L. Hopkins. Mr. 
Hoehler admitted that there was no 
logical or moral justification for the 
FERA policy but that it was based 
entirely upon expediency and the lack 
of funds. Doctor Faxon urged the hos- 
pitals to bring their needs to the atten- 
tion of Congress and the President by 
every legitimate means at their dis- 
posal. He said that Mr. Hopkins had 
“damned by faint praise” the hospitals’ 





request to Congress for aid and that 
nothing could be expected from further 
negotiations with him. 

Hospitals can obtain far better co- 
operation from newspapers by pursu- 
ing a policy of honesty and frankness 
even in supposed cases of mixed babies 
or when the carelessness or mistake of 
a hospital employee results in unnec- 
essary death, according to Carl D. 
Groat, editor, Cincinnati Post. A well 
rounded program of public relations 
and publicity for hospitals was de- 
clared necessary by Harry A. Stanley, 
publicity director, Pennsylvania Hospi- 
tal Association. 

As an effective example of educa- 
tional publicity, a joint meeting on the 
control of cancer sponsored by the Tri- 
State Hospital Convention, and the 
cancer control council of the Public 
Health Federation of Cincinnati scored 
very decidedly. Dr. Irving Abell, pro- 
fessor of surgery, University of Louis- 
ville, Louisville, Ky., and C. C. Little, 
managing director, American Society 
for the Control of Cancer, were the 
leading speakers. The film “Good Hos- 
pital Care” was shown. About 800 
attended this public education meeting. 


8-Hour Day for Nurses Discussed 


The eight-hour day for nurses was 
discussed by Carroll H. Lewis, man- 
aging director, Christ Hospital, Cin- 
cinnati. “It is time the nursing pro- 
fession caught up, at least somewhat, 
with the rest of the country on the 
matter of hours of labor,” Mr. Lewis 
declared. “When throughout the coun- 
try the talk is of forty-hour weeks, or 
thirty-six-hour weeks and even of 
thirty-hour weeks, why should we ex- 
pect nurses to work twelve and in some 
cases twenty hours a day, or eighty- 
four to 140 hours a week?” The Ohio 
association adopted a resolution urging 
its members to secure uniformity of 
nursing hours and to strive for an 
eight-hour maximum for all nurses. 

Group hospitalization was discussed 
by C. Rufus Rorem, associate director 
for medical services of the Julius Ro- 
senwald Fund, by John Hart, manager, 
Hospital Service, Inc., Charleston, 
W. Va., and by Joe Savage, secretary, 
West Virginia Medical Society. Keen 
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interest was aroused, particularly by 
Mr. Hart’s informal discussion. A de- 
scription of his plan is given on page 
67 in this issue. 

During the course of the convention 
it was announced that a committee of 
Cincinnati hospital superintendents is 
preparing a group hospitalization plan 
for their city and that the Cleveland 
plan announced earlier will probably 
start operation during May or early 
June. The Ohio association by formal 
resolution urged its members to de- 
velop group hospitalization plans. Doc- 
tor Faxon declared that it was impera- 
tive that hospitals move expeditiously 
on group hospitalization plans if they 
wish to avoid governmental action in 
this field. 

Well attended and enthusiastic meet- 
ings of the Associations of Record 
Librarians of the three states, of the 
Ohio Dietetic Association, and of the 
Ohio Nurse Anesthetists’ Association 
were held simultaneously with the hos- 
pital meetings. Nurse anesthetists, who 
last year had no organization, attended 
to the number of sixty. 

John R. Mannix, University Hospi- 
tals, Cleveland, was elected president 
of the Ohio Hospital Association, and 
Rev. Carroll H. Lewis, Christ Hospital, 
Cincinnati, was named president-elect. 

Under the new constitution, each 
trustee is, in addition, district chair- 
man for his district. 

Dr. J. Ernest Shouse, Louisville, was 
elected president of the Kentucky Hos- 
pital Association, and Adeline M. 
Hughes, Jewish Hospital, Louisville, 
was named president-elect. Elsie De- 
line, also of Louisville, was named ex- 
ecutive secretary. 

Mary Ware, Children’s Hospital, 
Cincinnati, was elected president of the 
Ohio Nurse Anesthetists’ Association, 
and Naomi Butler, Cincinnati General 
Hospital, Cincinnati, was elected sec- 
retary-treasurer. 





Texas Association Elects 
New Officers at Meeting 


Bryce L. Twitty, superintendent, 
Baylor Hospital, Dallas, Tex., was 
elected president of the Hospital Asso- 
ciation of the State of Texas at the 
association’s recent meeting at Temple, 
Tex. The president-elect is E. M. Col- 
lier, superintendent of West Texas 
Baptist Sanitarium, Abilene. 
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ELI LILLY AND COMPANY 


FOUNDED 1876 


Makers of Medicinal Products 























Noteworthy combinations of Amytal: 


Pulvules Epbedrine and Amytal for relief 
of bronchospasm. The value of this 
combination therapy in hay fever and 
allergic asthma has been amply demon- 
strated by many clinicians. 





Pulvules Amytal Compound offer sedation 
with analgesia and have a wide field of 
therapeutic application in restlessness 
and insomnia where pain is a factor. 


These Lilly Products are supplied through the drug 
trade in bottles of 40 and 500 Pulvules. 


Prompt Attention Given to Professional Inquiries 


PRINCIPAL OFFICES AND LABORATORIES, INDIANAPOLIS, INDIANA, U. S. A. 
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NEWS OF THE MONTH 


Major Administration Problems Discussed 
at Pennsylvania Association's Meeting 


Such increasingly important sub- 
jects as public relations, the nursing 
situation and legislative measures al- 
ready enacted or impending, occupied 
the attention of the members of the 
Hospital Association of Pennsylvania 
at its annual conference held April 
10 to 12 in Pittsburgh. Indicative of 
the interest among hospital executives 
in being enlightened on the best meth- 
ods of procedure in these difficult times 
was the attendance. Registration fig- 
ures running close to the 500 mark 
established it as the best attended con- 
vention in the annals of the associa- 
tion. 

The presence of Dr. Bert W. Cald- 
well, executive secretary of the Amer- 
ican Hospital Association, as a speaker 
on the program as well as guest of 
honor at the annual banquet was a 
major event. His concise but thor- 
oughly comprehensive report on ac*ivi- 
ties of the American Hospital Associa- 
tion in Washington was reassuring and 
impressed the audience with the fact 
that hospital interests are being safe- 
guarded as closely as possible. 

Doctor Caldwell explained that the 
greatest difficulty encountered was in 
persuading public officials that hospi- 
tals are public welfare agencies. 


Eight-Hour Shift Discussed 


Publicity was a major topic of dis- 
cussion, the association’s activities 
along this line being carefully reviewed 
and a plea made to members to aid 
in continuing the program for the com- 
ing year. So far the burden of con- 
ducting this department has fallen on 
the few who have voluntarily sub- 
scribed. It is felt that in fairness to 
all, some plan must be devised that 
will include every member in its sup- 
port. 

The eight-hour day for nurses and 
the reduction of the number of nurses 
in training schools were subjects that 
brought forth considerable discussion 
at the round tables, of which there 
were fewer than in past years. 

The matter of procedure in laying 
out a plan for operating on an eight- 
hour shift brought forth many differ- 
ent ideas which in turn led around to 
the question of pay for graduate 





nurses. It was revealed that from $50 
to $70 a month with maintenance are 
the usual rates although in one in- 
stance, solely as a relief measure to 
help the unemployed, a dollar a day 
is paid with maintenance. Differences 
of opinion prevailed as to whether 
nurses should be trained in large uni- 
versity hospitals or in the smaller 
institutions. 


Hospitals Must Be “Hard-Boi'ed” 


Cheaper hospital service was urged 
by William N. McNair, mayor of Pitts- 
burgh, in his address of welcome. Mr. 
McNair also stressed the fact that 
there were too many hospitals in the 
city. Dr. George W. Grier, president, 
Allegheny County Medical Society, 
pointed out the divergent viewpoints 
of the medical staff and hospital man- 
agement. 

Hospital charges are not excessive, 
according to Robert W. Smith, chair- 
man, executive committee, Westmore- 
land Hospital Association of Greens- 
burg, in outlining a “Trustee’s 
Perspective of Hospital Problems of 
Today.” He added that hospital man- 
agements to a certain extent must be 
“hard-boiled” because of the increas- 
ing number of free patients who have 
been treated within the last five years. 
He also suggested a modified form of 
group hospitalization in which indi- 
viduals pay a certain monthly sum and 
are entitled to free hospital service. 

The Wednesday morning session was 
given over to talks on the hospital and 
the state, and the hospital and the 
city, respectively, by Mrs. Alice F. Live- 
right, secretary, department of welfare 
of Pennsylvania, and Southard Hay, 
director, department of welfare of 
Pittsburgh. A report of the legisla- 
tive committee was rendered by Melvin 
L. Sutley, Delaware County Hospital, 
Drexel Hill. 

Professional enthusiasm in the hos- 
pital was the subject of a talk by Dr. 
Irvin D. Metzger, chairman, state 
board of medical education and licen- 
sure. In describing the morale of the 
institution, Doctor Metzger said, “The 
personal attitude toward individual pa- 
tients should become the general spirit 
of the hospital. A spirit of good will 


toward sick people and an inherent de- 
sire to help those in need should be a 
prime qualification to be considered in 
the employment of all types of hospital 
workers.” 

The subject of the solicitation of 
negligence cases in hospitals was out- 
lined by Gifford K. Wright, of the Al- 
legheny County bar, and the commu- 
nitywide survey of philanthropic agen- 
cies, public and private, was presented 
by R. Templeton Smith. The closing 
session was given over to two speak- 
ers, well known in the hospital field, 
Homer Wickenden, general director, 
United Hospital Fund of New York, 
who chose as his topic the organization 
of hospitals for community action, and 
Dr. Michael M. Davis, Julius Rosen- 
wald Fund, who discussed hospitals 
and clinics in the recovery program. 
“No community can expect to have a 
hospital service that meets its needs 
unless its hospitals have a central or- 
ganization” was the purport of Mr. 
Wickenden’s message. 


The New Officers 


In discussing hospitals and clinics in 
the recovery program, Doctor Davis 
emphasized the need for a consistent 
and humane governmental policy. “The 
government,” he said, “has usually as- 
sumed responsibility for the hospital 
care of people who are in receipt of 
relief. . . . Some local governments 
have subsidized care of such persons in 
voluntary hospitals. But local govern- 
ments in some parts of the United 
States have ducked their whole respon- 
sibility in this matter and have let this 
burden of hospital care fall wholly 
upon voluntary hospitals. The federal 
government now assures medical re- 
lief but will pay nothing if this care 
is given—because it has to be given— 
in a hospital. We need a consistent 
and humane governmental policy.” 

Dr. J. Allen Jackson, superintendent, 
Danville State Hospital, was chosen 
president-elect for next year and 
Charles A. Gill, Episcopal Hospital, 
Philadelphia, president. 

After serving many years as execu- 
tive secretary of the association, How- 
ard E. Bishop, Robert Packer Hospital, 
Sayre, submitted his resignation. This 
was accepted and a vote of thanks was 
extended Mr. Bishop for the many 
services he had rendered. His succes- 
sor is John N. Hatfield of Pennsylvania 
Hospital, Philadelphia. 
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Oxygen for SICK Rooms.... 


THE NEW MOHAIR 


brings them back to Life! 


DeLuxe Koom, Palo Alto Hospital, Palo Alto, 
Calif. Draperies, Bedspread and Chair Covering ‘s 
of Lesher Mohair. 


Banish that depressing institutional look . . . the 
dead chill of white walls and windows. Spread cheer 
on your beds. Hang it in your casements. Watch the 
improvement in your patients’ spirits. But... don’t 
let the temperature of your re-decorating appro- 
priation run up! 

The new mohair fabrics are a direct and lasting 
economy. They shed dust, save cleaning and laun- 
dry bills. They neither shrink, fade, wrinkle nor sag. 


They give day-in, day-out service no other textile 
can equal. 

The Goodall-Sanford mills have designed special 
mohair weaves for cubicle curtains, screens and 
casements. Special patterns for bedspreads with 
curtains to match (made up). And dozens of highly 
decorative, serviceable mohairs for upholstery and 
drapery in solaria and private suites. A line will 
bring our salesman to the rescue of your rooms! 


codall-Sanford Pro ucts 


LESHER MOHAIR DRAPERIES * CHASE VELMO UPHOLSTERIES *« LEATHERWOVE COATED FABRICS 





Presented by L. C. CHASE & COMPANY, INC - 295 Fifth Avenue, New York 


BOSTON CHICAGO 


DETROIT LOS ANGELES 





122 


THE MODERN HOSPITAL 


Vol. XLII, No. 5 














NEWS OF THE MONTH 


Western Hospital Association Holds 
Annual Convention at Sacramento 


Hospital superintendents and repre- 
sentatives of various allied fields from 
all the Western states met in confer- 
ence in Sacramento on April 9 to 13 
for the eighth annual convention of 
the Western Hospital Association. The 
Western Catholic Hospital Association 
met at the same time, as did the Cali- 
fornia State Nurses’ Association, Cali- 
fornia League of Nursing, California 
State Organization for Public Health 
Nursing and the various sections of the 
association. The Western Hospital 
Purveyors’ Association, organized a 
little more than a year ago, was also in 
session. 


New Officers Elected 


Officers elected to serve the Western 
Hospital Association for the coming 
year are the following: president, Dr. 
J. Rollin French, Golden State Hospi- 
tal, Los Angeles; president-elect, J. V. 
Buck, St. Luke’s Hospital, Spokane, 
Wash.; first vice president, Harold 
Barnes, Dr. W. H. Groves Latter-Day 
Saints Hospital, Salt Lake City, Utah; 
second vice president, Grace Phelps, 
Doernbecker Memorial Hospital for 
Children, Portland, Ore.; secretary, 
Mrs. Lola Armstrong, R.N., Editor, 
Western Hospital Review, Los An- 
geles; treasurer, Ellard L. - Slack, 
Samuel Merritt Hospital, Oakland. 

The first day’s registration reflected 
the efforts of the committee on general 
arrangements and the untiring efforts 
of the president, Dr. J. Rollin French. 
The convention had been planned to 
afford broad discussion of various eco- 
nomic trends as applied to hospital 
care and the relationship with the prac- 
tice of medicine. At a large public 
mass meeting on Monday evening, the 
opening day of the convention, more 
than one thousand persons listened to 
instructive talks by Robert Jolly, Me- 
morial Hospital, Houston, Texas, pres- 
ident-elect of the American Hospital 
Association; Dr. Malcolm T. Mac- 
Eachern, American College of Sur- 
geons, and J. W.S. Butler, Sacramento 
attorney. The theme of this public 
meeting was “The Hospital in Relation 
to Community Welfare.” 

The morning session opened with a 
discussion by John A. Kingsbury, di- 





rector, Milbank Memorial Fund, New 
York City, of a plan to supply adequate 
hospital and medical service to meet 
the needs of all. Mr. Kingsbury advo- 
cated complete and immediate compul- 
sory health insurance limited to 
smaller income groups and applying 
particularly to general practice and 
possibly to certain specialties. He 
pointed to the vast number of individu- 
als in the United States who are not 
receiving adequate medical care and 
at the same time indicated the large 
number of physicians who are inade- 
quately paid for services rendered to 
both charity and pay cases and the 
large number of vacant beds in private 
hospitals. If health insurance were 
adopted, Mr. Kingsbury stated, care 
would be extended to those who are 
not now receiving it and at the same 
time the physician in practice would 
receive a greater income for his serv- 
ices than is now the case. 

At this same meeting Doctor Mac- 
Eachern spoke of the necessity for 
greater cooperation between the medi- 
cal profession, hospitals and other 
allied professions. These two impor- 
tant papers were discussed by Dr. 
Nathaniel W. Faxon, president, Ameri- 
can Hospital Association, by Elnora 
E. Thompson, R.N., president, Amer- 
ican Nurses’ Association, and by Dr. 
T. Henshaw Kelly, president, Califor- 
nia Medical Association. 


Describes Insurance “Racket” 


Public education, hospital account- 
ing, hospital auxiliaries and their 
function and purpose, medical social 
service and its relationship to recent 
developments in medical and hospital 
care, and other similar topics were dis- 
cussed in sectional meetings. 

At the general session on Tuesday, 
Doctor Faxon spoke of the necessity 
for changes in hospital systems. His 
able paper was followed by a discus- 
sion of the economic point of view by 
Dr. I. S. Falk of the Milbank Memorial 
Fund, New York City. Shirley C. 
Titus, R.N., professor of nursing edu- 
cation and dean of the school of nurs- 
ing, Vanderbilt University, Nashville, 
Tenn., also discussed this important 
subject. Establishment of a state hos- 


pital commission for the purpose of 
licensing control and regulation of hos- 
pital service was discussed at various 
other meetings. 

The health insurance racket in Cali- 
fornia was described by Earl Warren, 
district attorney of Alameda County, 
and a review of the work accomplished 
in Washington relative to health insur- 
ance was presented by Dr. George W. 
Swift of Seattle. 

At the general assembly on Wednes- 
day, Doctor MacEachern presiding, 
Robert Jolly discussed the relation of 
community health to the national re- 
covery program. This talk was fol- 
lowed by speakers taking various 
points of view, including Senator Ed- 
ward H. Tickle, Carmel, Calif.; Sister 
John Gabriel, educational director and 
hospital consultant, Sisters of Charity 
of Providence in the Northwest, Se- 
attle, Wash., and Dr. Charles Dukes, 
chairman public relations committee, 
California Medical Association. Addi- 
tional sectional meetings considered 
community relations with local hospital 
councils and tax supported institutions. 
Various phases of hospital administra- 
tion were also discussed in the various 
sections. 

On Tuesday evening a large group 
met for the annual banquet of the 
association, when Dr. J. Rollin French 
presided. 





Midwest Association 
Arranges for Convention 


Arrangements are nearing comple- 
tion for the forthcoming meeting of 
the Midwest Hospital Association, to 
be held at Tulsa, Okla., May 25 and 
26. Thetentative program, announced 
recently, includes a diversified list of 
hospital topics. 

A few of the many topics sched- 
uled for discussion are: accounting 
methods; hospital councils; group 
hospitalization; hospital personnel; 
nursing care; hospital charges; nurs- 
ing schools; accident cases; publicity; 
the dietary service; the social service 
department; the housekeeping depart- 
ment, and profits from x-ray and labo- 
ratory departments. 

Frank J. Walter, St. Luke’s Hos- 
pital, Denver, is president of the asso- 
ciation, and the executive secretary is 
Walter J. Grolton of the City Hospi- 
tal, St. Louis, Mo. 
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Sealex Linoleum Floors in the ward of St. Barna- 
bus Hospital at Newark, New Jersey. The one- 
piece, rounded cove base installed at the junction 
of walls and floors makes this floor highly sanitary 
—ideul for the hospital. 








No drt-catching corners 


on this hospital floor 


This Sealex Linoleum Floor has been installed with a 
sanitary one-piece cove base and border at the point 
where walls meet floors. See the photograph and 


SLALEX LINOLEUM 


ZZ, 3X3 Woon Cove 

Diagram and photograph of a corner of the hospita! ward. 
above, showing “close-up” views of the sanitary cove base and 
border which was installed with the Sealex Linoleum Floor. 


a4 





diagram of the one-piece cove base and border below. 
Note there is no square-cut corner where the mop 


does not reach. 


This one-piece cove base and border treatment, widely 
accepted by hospitals, makes thorough floor cleaning quick 
and easy, yet adds but little to the moderate cost of a Sealex 
Linoleum Floor. And Sealex comes in a wide variety of 
cheerful patterns that can be installed right over old wood 
or worn concrete floors. Stain-proof and washable, Sealex is 
easy and inexpensive to maintain. It is a long-lived, wear- 


resisting floor—yet quiet and comfortable underfoot. 


When Sealex is installed by authorized distributors, mate- 
rials and workmanship are backed by a Guaranty Bond. 
Ask us for the services of one of our flooring engineers. He 
will help plan economical flooring specifications for your 
hospital. Write us today. 


CONGOLEUM-NAIRN INC., KEARNY, NEW JERSEY 


SEALEX & 


EG. U.S. PAT. OFF; 


FLOORS AND WALLS 


‘WE DO OUR PART 
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New Jersey Dietitians 
Hold Spring Meeting 

Various aspects of modern hospital 
feeding were discussed by members of 
the New Jersey State Dietetic Associa- 
tion at the spring meeting of the asso- 
ciation, held on April 12 in the nurses’ 
residence of the Jersey City Medical 
Center, Jersey City. 

Following an inspection of the 
nurses’ residence, kitchens and dining 
room, a brief business meeting was 
held, after which Dr. George O’Hanlon, 
medical director of the Jersey City 
Medical Center, addressed the group 
on the general subject of hospitals. 
Also on the afternoon program was 
Martha Alderman, director, food clinic, 
Pennsylvania Hospital, Philadelphia, 
who discussed the organization and 
function of the food clinic. 

During the dinner hour Jessie M. 
Murdoch, director, school of nursing 
of the Medical Center, extended greet- 
ings and introduced the guests. On the 
evening program were Dr. Milton 
Bridges, associate in medicine, New 
York Post Graduate Medical School, 
who outlined the modern approach to 
diet therapy, and Alice McCollister, 
owner and manager of the Alice Mc- 
Collister Tea Room, New York City, 
who talked on personnel management. 





Insurance Official Backs 
Group Hospital Plan 


The group hospitalization plan of 
the United Hospital Fund, New York 
City, whereby employees of large or- 
ganizations would be assured hospital 
care by paying a premium of $10.80 
a year, was endorsed recently by Dr. 
Louis I. Dublin, third vice president 
of the Metropolitan Life Insurance 
Company, in an address at the annual 
meeting of the Hospital for Joint Dis- 
eases, New York City. 

Doctor Dublin said the plan would 
be a boon to the insured, to the hos- 
pitals, to physicians and to the health 
of the community at large. 

‘“‘When a complete health insurance 
plan is in operation,” he explained, 
“with the hospital serving as the com- 
munity health center, much more em- 
phasis will be placed on the out-patient 
department as a vital part in the ma- 
chinery of medical service.” 
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Frederick Brown, president of the 
hospital, reported the hospital had 
treated more than 5,000 patients dur- 
ing the year, accounting for 110,000 
days of hospital care in the private 
rooms and wards, and had given 91,000 
days’ care in the wards to patients in 
poor circumstances. In the out-patient 
department 26,000 patients made 191,- 
000 visits, Mr. Brown said. 





N. Y. Legislature Approves 
Group Hospitalization Bill 


The first thoroughgoing legislation 
on group hospitalization to be passed 
by any state legislature since the 
American Hospital Association en- 
dorsed the plan over a year ago has 
just received approval of the legisla- 
ture in New York and is awaiting the 
governor’s signature. 

The bill, which probably will serve 
as a model for other states, contains 
the following provisions: 

1. Defines group hospitalization as a 
nonprofit hospital service plan where- 
by a corporation provides certain hos- 
pital care through governmental hos- 
pitals or other hospitals approved by 
the state department of social welfare 
to its subscribers. 

2. Exempts such corporations from 
the insurance laws of the state. 

3. Requires that at least a majority 
of the directors of such corporations 
must be at all times directors or trus- 
tees of those hospitals which have con- 
tracted or may contract with the 
corporation to render service. 

4. Requires the approval of the su- 
perintendent of insurance for the or- 
ganization of such a corporation. 

5. Requires that the hospitals enter- 
ing into contracts with such a corpora- 
tion shall either be governmental hos- 
pitals or shall be approved by the state 
department of social welfare. 

6. Requires that the rates charged 
to subscribers shall be subject to ap- 
proval of the superintendent of insur- 
ances and the rates paid to hospitals 
shall be approved by the state depart- 
ment of social welfare. 

7. Requires that annual reports shall 
be made to the superintendent of in- 
surance on forms which he shall pre- 
scribe and that he may examine the 
books. 

8. Requires that the acquisition cost 


of obtaining memberships shall be sub- 
ject to the approval of the superintend- 
ent of insurance. 

9. Restricts the investments of the 
corporation to those securities ap- 
proved for investment by life insur- 
ance companies. 

10. Appoints the department of so- 
cial welfare as arbiter in any disputes 
between the corporation and any hos- 
pital. 

11. Permits judicial review of the 
findings of the superintendent of in- 
surance in the department of social 
welfare. 

12. Exempts group hospitalization 
corporations from all state, county, 
district, municipal and school taxes. 

13. Requires the approval of the su- 
perintendent of insurance before any 
such corporation may be formed. 





Colorado Association 
Holds Spring Meeting 


The Colorado Hospital Association 
held its spring meeting in Denver on 
April 13. The Colorado State Nurses 
Association and the Colorado State 
League of Nursing Education were 
guests of the hospital association at 
this meeting. Approximately 250 mem- 
bers and guests were present. 

Dr. N. W. Faxon, Rochester, N. Y., 
president of the American Hospital 
Association, and Shirley C. Titus, Van- 
derbilt University, were the principal 
speakers at the meeting. 





St. Francis Will Have New 
Children's Department 


St. Francis Hospital, Peoria, IIl., is 
remodeling the sixth floor of its build- 
ing into a modern children’s depart- 
ment. The floor of the hospital is being 
rearranged into an admittance room, 
examination, observation and treat- 
ment rooms, children’s wards, with 
every bed separated by a glass parti- 
tion and with separate wards for boys 
and girls, a milk laboratory, sun 
rooms and other facilities. 

A feature of the new development 
will be a playground on the roof of the 
building. Swings, playpens and other 
equipment of an appropriate nature 
will be installed. 
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LABORATORY OR OPERATING ROOM 




















“Doctor Soandso isn’t satisfied 
with the Masks .. .” 












Has anyone in your organization ever come to vice and satisfaction for everyone who uses apparel 
you with the report, “Doctor Soandso isn’t satisfied made by Marvin - Neitzel — the house that makes 
with the masks we are using in the operating room. “Everything from Cloth for the Hospital and 
Where can we get something better?” or “Where Training School.” 





can we buy coats suitable for use in our labora- 





Mail the coupon today for samples of garments 


tory?” 
you may. be needing soon. 






Possibly not. But then you may want to know to- 
morrow. With so many garments being used by 
your staff every day it is nice to have a source of 

me WRITE AT ONCE 


supply which has or is willing to make any gar- my 
A RVIN * NEITZEL CORPORATION 

t which may want. 

ment which you may TROY, N. Y. 












Please send us samples of the following items: 


You will find Marvin - Neitzel clothing in hospital 
laboratories and operating rooms all over these 
United States — yes, and in Canada too. a 







Once you have used these sturdy garments it isn’t 
hard to understand “why.” There is economy, ser- 





Signed 





II Sys oc se cestatcacatpaseicuvpericeutettnteaaintenmaiataas, 









I 5s siconteninsvcndovaociniccalesanatiacicmsilnticcacs 


' 
(wi D0 Ove PART ' ccvcece ° 
eect ee ee ‘ 


MARVIN ¢ NEITZEL 


CORPORATION 
TROY, N. Y. 
192 LEXINGTON AVENUE ° NEW YORK CITY 
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Baker Clinic Dedicated 
at Deaconess Hospital 


The formal opening and dedication 
of the George F. Baker Clinic was held 
recently at the New England Dea- 
coness Hospital, Boston, of which it 
is a new unit. Howard D. Brewer, 
president of the board of trustees of 
the hospital, presided. 

The late George F. Baker, whose gift 
of $250,000 for the specific purpose of 
establishing a forty-bed hospital for 
the care and study of chronic diseases, 
made the building of this clinic possi- 
ble. 

The clinic is for the specific purpose 
of studying and treating diabetes and 
other chronic diseases. The five-story 
building is of red brick with limestone 
base and trim. A few of the rooms are 
arranged so that they may be used for 
private or semiprivate rooms, in order 
that a patient and some member of 
the family may live in the hospital, and 
thereby receive instruction in the care 
of the patient and the preparation of 
food. 

A feature of the building is the chil- 
dren’s ward. Leading directly from 
this ward is a stairway to a penthouse 
on the roof, on which is a fully 
equipped gymnasium where children 
may play and exercise. Artistic color 
schemes have been used in the rooms. 





New Diabetic Association 
Formed in London 


The organization of a new diabetic 
association in London is described by 
the London correspondent of the Jour- 
nal of the American Medical Associa- 
tion. He says: 

“About a year ago the idea occurred 
to H. G. Wells, the writer, to form 
with others who have diabetes an asso- 
ciation to provide much needed finan- 
cial help for the diabetic clinic at 
King’s College Hospital. He suggested 
to the hospital authorities that instead 
of appealing to the general philan- 
thropic public they should limit their 
appeals to wealthy diabetic patients 
who had benefited by the modern treat- 
ment of the disease. 

“The result was highly successful. 
A single letter from Mr. Wells in the 
London Times raised the required sum. 
Out of this sprang a permanent dia- 
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betic association, which, in addition to 
organizing the philanthropy of persons 
with diabetes, gave the advantage of 
opportunities for the exchange of opin- 
ions and experiences in new foods, rem- 
edies and treatment. 

“Mr. Wells now proposes to open 
the diabetic association to the poor as 
well as to the wealthy for mutual aid 
and assistance. If diabetic patients, 
physicians and nurses, particularly 
those specializing in diabetic work, can 


be persuaded to join it is proposed to 
ask for subscriptions, select a council 
and issue a quarterly journal. 

“The journal would contain sum- 
maries of important research work, re- 
views and abstracts of new books on 
the disease, and discussions of the spe- 
cial foods and new drugs. A section 
would be available for correspondence 
between members and for answers to 
problems. Foundation members will- 
ing to subscribe $25 are being sought.” 





Minnesota Hospital Association Completes 
Program for Eleventh Annual Conference 


The program has been announced 
for the eleventh annual conference of 
the Minnesota Hospital Association, to 
be held at Rochester, May 24 and 25. 
Joseph G. Norby, superintendent of 
Fairview Hospital, Minneapolis, presi- 
dent of the association, will preside at 
the opening session on Thursday morn- 
ing. 

The various committee chairmen will 
give their reports at this session, after 
which there will be a round table con- 
ference conducted by J. J. Drummond, 
manager, Worrall Hospital, Rochester. 
Subjects to be discussed include the 
following: the necessity of greater co- 
operation between the medical pro- 
fession, hospitals and other allied pro- 
fessions; hospital councils; purchase, 
storage and issuance, and associated 
group purchasing. 

Dr. Bert W. Caldwell, Chicago, exec- 
utive secretary, American Hospital 
Association, will speak at the luncheon 
meeting on Thursday, and President 
Norby will deliver the presidential ad- 
dress at this luncheon. 

J. H. Mitchell, Colonial Hospital, 
Rochester, will open the Thursday af- 
ternoon program with a paper on “Ad- 
mission and Discharge of Patients.” 
George Myreck, Kahler Corporation, 
Rochester, will speak on plumbing sys- 
tems in hospitals, and Mary A. Foley, 
also of Kahler Corporation, will read 
a paper entitled “Patients, Hospitals 
and Dietitians.” Dr. R. M. Wilder and 
Dr. W. C. Alvarez, both of the Mayo 
Clinic, Rochester, will speak on dietetic 
problems. Dr. Richard E. Scammon, 
University of Minnesota, will speak on 
hospital libraries. 





The final event on the Thursday af- 
ternoon program is a tour of Mayo 
Clinic and Institute of Hygiene. The 
annual banquet will be held on Thurs- 
day evening. Dr. C. W. Mayo, Roches- 
ter, will be the principal speaker. 

The first events on the Friday morn- 
ing program will be the reports of the 
treasurer and the auditing committee, 
followed by a round table conference 
under the leadership of Dr. Fred G. 
Carter, Ancker Hospital, St. Paul. 

The following topics will be discussed 
at this round table: a system of central 
registry for recipients of charity; stu- 
dent nursing versus graduate nursing 
in hospitals and prepayment plan of 
hospital care. 

The report of the tellers and the re- 
port of the resolutions committee will 
be given at the luncheon on Friday. 

At the general session on Friday 
afternoon, J. P. McDonnell, president, 
Minnesota Taxpayers Association, will 
speak on “Hazards in Extending Tax 
Supported Hospitalization.” Dr. C. E. 
Remy, Minneapolis General Hospital, 
Minneapolis, and A. G. Stasel, Eitel 
Hospital, Minneapolis, will participate 
in the discussion. 

Dr. A. T. Laird, Nopeming Sanato- 
rium, Nopeming, Minn., will preside at 
the sanitarium section on Friday after- 
noon. “The Psychiatric Department in 
a General Hospital” will be discussed 
by Dr. J. C. Michael, Minneapolis. Dr. 
W. D. Beadie, Mineral Springs Sana- 
torium, Cannon Falls, will speak on 
“The Treatment of Tuberculosis,” and 
Dr. George H. Freeman, State Hospi- 
tal, St. Peter, will discuss “The Func- 
tions of a Mental Hospital.” 
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YOU WOULDN’T BUY 
a HORSE and 


Baxter’s Intravenous Solutions in 
Vacoliters make’ hospital-made”’ 
solutions or substitutes as obso- 
lete as the horse and buggy. 
There is no substitute for Baxter 
safety and constancy! 





There are good sound reasons why more thar 2000 hospitals use Baxter's 
Solutions in Vacoliters. These Solutions are safe, stable, and biologically ; 

. mae peg : Vacoliters bring to the hospital the 
tested. They are non-pyrogenic, permitting rapid injection and increased d t saf . d 

Th d f tacti ted tein f sine. advantages of safety, improve 
dosage. They are prepared from fractionated, protein free water. They vice and reduced cost. These 
relieve the hospital of a complex procedure. They afford a uniform  sclutions eliminate water distilla- 
excellence, day by day, year in and year out. They __ tion, filtration, sterilization, waste, 
inspire staff confidence in intravenous therapy. and overhead. They save expensive 
242%, 5%, 142%, 10%, 20% and 25% Dextrose glassware. 

(D-Glucose) in Water or in Physiological Sodium Their pH value is always consistent 


Chloride Solutions and Physiological Sodium Chloride with their concentration. They are 
Solutions in Vaco- stable and sealed in vacuum and 


sterilized under recorded control. 


A liter dispensers They are better and they save you 
Direct from container have been accept- money. 
t « 8 . 
© vein ed by the Council The Vacoliter dispenser of heavy 


on Pharmacy and _electroneal glass when warmed, 
Chemistry of the stays warm. Heating devices are 


American Medi- _ seldom indicated. 


cal Association. DON BAXTER CORPORATIONS 
Laboratories 


GLENVIEW, ILLINOIS 


Baxter's Intravenous Solutions in 
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7,000 Nurses Attend Biennial Convention 


of Three National Nursing Groups 


The changing order and its effect on 
nursing drew over 7,000 nurses and 
other interested persons to the biennial 
convention of the American Nurses 
Association, the National League of 
Nursing Education and the National 
Organization for Public Health Nurs- 
ing in Washington, D. C., on April 22 
to 27. 

The effects of the changing order 
on economic life, on community life, on 
education, on hospitals and on nursing 
were all the subjects of addresses by 
authorities. Dean Annie W. Goodrich 
of the Yale School of Nursing dis- 
cussed the effect on nursing and Dr. 
N. W. Faxon spoke on hospitals. 

A highlight of the convention was 
the announcement by Mary M. Rob- 
erts, editor, American Journal of 
Nursing, that recently compiled reports 
from forty-one states indicated that 
there are now at least 10,000 fewer 
student nurses in training than there 
were in 1931. 

The growing responsibilities of pub- 
lic agencies was a subject of frequent 
comment during the meeting. Mrs. 
Franklin D. Roosevelt, who addressed 
a joint meeting which packed the audi- 
torium, pointed out that the trend is 
away from private nursing toward 
public nursing. Sophie C. Nelson, 
president of the National Organization 
for Public Health Nursing, stressed 
the same point. 


Hospitals Well Represented 


The desire of nurses to cooperate 
closely with hospitals was witnessed 
by the appearance of several hospital 
people on the program: Dr. Nathaniel 
W. Faxon, president of the American 
Hospital Association; Dr. J. Rollin 
French, president, Western Hospital 
Association; Grace E. Allison, super- 
intendent, Samaritan Hospital, Troy, 
N. Y.; E. Muriel Anscombe, superin- 
tendent, Jewish Hospital, St. Louis, 
and Alden B. Mills, managing editor, 
The MODERN HOSPITAL. 

C. Rufus Rorem, associate director 
for medical services, Julius Rosenwald 
Fund, urged that nursing schools 
should be conducted on an educational 
rather than a commercial or emotional 
basis and that nursing service be made 


available by the piece of service rather 
than by the person, that is, on a pro- 
fessional instead of a calendar basis. 

The trend toward increasing govern- 
mental responsibility for health activi- 
ties will probably continue, Doctor 
Faxon predicted. “But the preserva- 
tion of private physicians, private hos- 
pital and private welfare agencies is 
vital to assure freedom of action and 
of thought. Let state medicine develop 
if it will, in any manner that it may, 
but at the same time let safeguards be 
taken to preserve private agencies. 
Such a dual system is not inconsistent. 


Stress Need for Subsidiary Workers 


Four recommendations for the de- 
velopment of public health nursing 
were made by Dr. C.-E. A. Winslow, 
professor of public health, Yale School 
of Medicine. They are: (1) develop 
full-pay and part-pay services; (2) 
close the gap between hourly service 
and eight-hour duty through a com- 
munity nursing agency providing all 
types of nursing service; (3) effect 
closer coordination between home and 
hospital nursing so that the home 
nurses may have the same beneficial 
professional contacts as the hospital 
nurses; (4) develop an adequate plan 
for payment for nursing service to the 
middle economic group, probably 
through the application of the insur- 
ance principle. 

The need for subsidiary workers in 
the field of nursing was discussed by 
Alden B. Mills and Elizabeth C. Bur- 
gess, associate professor of nursing 
education, Teachers College, Columbia 
University. Both speakers agreed that 
there was need for subsidiary workers 
who would do both housework and 
simple nursing, and that they should 
be under the direction of graduate 
nurse supervisors. 

There is a lamentable lack of suffi- 
ciently trained supervisors in the de- 
livery rooms, wards and clinics of many 
hospitals which aim to teach obstetric 
nursing, declared Dr. George W. Kos- 
mak, editor, American Journal of Ob- 
stetrics and Gynecology. 

Further emphasis on sociology, psy- 
chology and economics in the education 
of nurses is needed, according to Stella 





Goostray, secretary, National League 
of Nursing Education. 

“The Negro nurse is caught in the 
midst of two evolving processes of the 
social order,” declared G. Estelle Mas- 
sey, Freedman’s Hospital, Washington, 
D. C. “Racially, she is a member of an 
emerging group which has not been 
fully recognized on a meritorious basis 
by other groups; professionally, she is 
part of an emerging group not fully 
recognized by other groups on the basis 
of its worth to society. At present 
there are no schools offering postgrad- 
uate hospital courses for Negroes.” 

The physician’s view of the nurse 
was expressed by Dr. Charles E. Kiely, 
assistant professor of psychiatry, New 
Charleston Hospital, Charleston, W. 
Va. Doctor Kiely declared that the 
physician needed the nurse for three 
main reasons: constant observation of 
the patient, technical knowledge which 
a relative does not possess, and emo- 
tional neutrality which cannot be ex- 
pected of a relative. 





Health Insurance Held 
Essential at N. Y. Meeting 


Health insurance and other forms of 
social insurance were declared to be 
essential for permanent recovery by 
speakers at the Conference on Social 
Security held in New York City on 
April 19 and 20. 

“We are now passing from a stage 
of experimentation to one of action,” 
declared Michael M. Davis of the 
Julius Rosenwald Fund, who predicted 
that within the next three years action 
on this problem will result from co- 
operation between the best brains in 
medicine and in economics. 

Edgar Sydenstricker, director of 
research of the Milbank Memorial 
Fund, suggested standards for health 
insurance. He urged the avoidance of 
too hasty action and frank and full 
cooperation between interested lay and 
professional groups, including practi- 
tioners, hospitals and other institu- 
tions. 

The American people need more 
preventive and therapeutic medical 
service, the service needs better coor- 
dination and control, and medical 
practitioners and institutions need 
larger and more assured incomes, de- 
clared Alden B. Mills, managing editor, 
The MODERN HOSPITAL. 
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1500 SURGEONS planned the 


specifications 





THE MASSILLON RUBBER CO. (3c 


MASSILLON OHIO 4 vise. 


Dermatized gloves 


Reporting to a National Survey, 1500 surgeons outlined the 
specific features they wanted in surgeons gloves. 
extreme thinness and softness to facilitate better tactile touch, 
strength to withstand pulling, toughness to withstand greater 
number of sterilizations, and a slip-proof surface that would make 


the handling of wet instruments absolutely safe and sure. 


Matex Dermatized gloves meet ALL these specifications. 
your surgical supply dealer 
to show you why derma- 
tizing is the greatest glove jam 
improvement of the decade. 
snail 


Dermatizing is a process, de- & 
veloped in our plant and § 
used exclusively in the man- @ 
ufacture of Matex gloves. 
Dermatizing gives you real 
glove texture, 
soft as velvet, slip-proof as 











A floor that ‘just WON’T wear out!” 


Hospital managements . . . faced with the necessity for mod- 
ernization on the one hand, cramped budgets on the other . . . 
have found in MastIPAVE a priceless ally! Low in first cost; 
maintenance practically vi/ . . . this rot-proof, vermin-proof, 
water-proof and practically wear-proof floor covering has 
made modernization possible within budget limitations. Good- 
looking . . . resilient and quiet . . . slip-proof, even when wet. 
Easily mopped or swept . . . impervious to urinal acids and to 
most chemicals . . . not demanding expensive waxing or atten- 
tion... #0 wonder hospitals like it! Plain or decorative effects. 
Write for free booklet MH. 









THE PARAFFINE COMPANIES, INC. 
475 Brannan St., San Francisco, Calif. 


Branches in Principal Cities 


THE LOW-COST, LONG-LIFE FLOOR COVERING 


STIPAVE 


THE COTT-A-LAP CO. 


Somerville, New Jersey 
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Hospitals Well Represented 
at Housekeepers’ Meeting 


Housekeeping problems as pertain- 
ing to hospitals played an important 
part in the second annual dinner of 
the Philadelphia Chapter of the Na- 
tional Executive Housekeepers Asso- 
ciation, held on April 14 in Philadel- 
phia. 

Mrs. Doris L. Dungan of Jeanes 
Hospital, Fox Chase, president of the 
association, presided, introducing the 
various speakers among whom were 
Herman S. Mehring, president, Phila- 
delphia Hospital Association, Anne 
Owens, president of the National Ex- 
ecutive Housekeepers Association, Dr. 
Mary deGarmo Bryan, Teachers Col- 
lege, Columbia University, Crete M. 
Dahl, director of education, N.E.H.A., 
and David B. Provan, president, Phila- 
delphia Hotel Association. 

Doctor Bryan suggested that job 
analysis, personality study, manage- 
ment of employees, and the study of 
materials should be primary considera- 
tions for every housekeeper and em- 
phasized the desirability of inspiring 
the personnel with pride in their work. 
Mr. Mehring spoke on the housekeep- 
er’s part in hospital operation. 





Germany Regulates Sales 
of Fever Thermometers 


New regulations have been issued by 
the German government covering the 
sale of clinical thermometers, accord- 
ing to Douglas Miller, acting commer- 
cial attaché, Berlin, Germany. The 
regulations provide that all such ther- 
mometers sold in the country must be 
officially tested and approved for sale 
in Germany by means of an official 
stamp proving that the product has 
passed the test regulations. In every 
case, the thermometer must have a 
manufacturer’s mark consisting of a 
letter and a numeral, and in addition 
it may bear a trade name or manufac- 
turer’s name. The manufacturer’s 
mark is not transferable. 

Producers are obliged to see that 
their products are officially tested. 
Capillaries and tubes suitable for man- 
ufacture of clinical thermometers may 
be delivered by the glass factories only 
to the official tube depots maintained 
by the testing offices. These offices, in 
turn, are allowed to pass them on only 
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Coming Meetings 


Joint Meeting, Illinois, Indiana and Wis- 
consin Hospital Associations. 
} Chicago, May 2-4. 


Joint Meeting, Mississippi, Arkansas, Ten- 
nessee and Louisiana Hospital Associa- 
tions. 

Natchez, Miss., May 7. 


National Tuberculosis Association. 
President, Dr. Alfred Henry, Indianap- 
olis, Ind. 
Managing director, Dr. Kendall Emerson, 
450 Seventh Avenue, New York City. 
Next meeting, Cincinnati, May 14-17. 


American Association of Hospital Social 

Workers. 

President, Elizabeth Gardiner, Univer- 
sity of Minnesota, Minneapolis. 

Executive secretary, Helen Beckley, 18 
East Division Street, Chicago. 

Next meeting, Kansas City, Mo., May 
20-26. 





Michigan Hospital Association. 
President, Dr. E. T. Olsen, Detroit Re- 
ceiving Hospital, Detroit. 
Secretary, Robert G. Greve, University 
Hospital, Ann Arbor. 
Next meeting, Detroit, May 24-25. 


Minnesota Hospital Association. 
President, Joseph G. Norby, Fairview 
Hospital, Minneapolis. 
Secretary, A. M. Calvin, Midway and 
Mounds Park Hospitals, St. Paul. 
Next meeting, Rochester, May 24-25. 


New York State Hospital Association. 








President, Thomas T. Murray, Memorial 

} Hospital, Albany. 

Executive secretary, Carl P. Wright, 

General Hospital, Syracuse. 

Next meeting, New York City, May 
24-25. 


Midwest Hospital Association. 
President, Frank J. Walter, St. Luke’s 
Hospital, Denver. 
Executive secretary, Walter J. Grolton, 
City Hospital, St. Louis. 
Next meeting, Tulsa, Okla., May 25-26. 


Advisory Board for Medical Specialties. 
President, Dr. Louis B. Wilson, Rochester, 
Minn. 
Secretary-Treasurer, Dr. Paul Titus, 1015 
Highland Building, Pittsburgh, Pa. 
Next meeting, Cleveland, June 10. 


American Medical Association. 
President, Dr. Dean DeWitt Lewis, Johns 
Hopkins Hospital, Baltimore. 
Secretary, Dr. Olin West, 535 North Dear- 
born Street, Chicago. 
Next meeting, Cleveland, June 11-15. 


Catholic Hospital Association. 

President, Rev. Alphonse M. Schwitalla, 
St. Louis University, St. Louis, Mo. 
Executive secretary, M. R. Kneifl, 1402 
South Grand Boulevard, St. Louis. 
Next meeting, Cleveland, June 18-22. 


Canadian Nurses’ Association. 
President, Mabel F. Hersey, Royal Vic- 
toria Hospital, Montreal. 








Executive secretary, Jean S. Wilson, 
a 401, 1411 Crescent Street, Mont- 
real. 

Next meeting, Toronto, June 26-30. 


American Public Health Association. 

President, Dr. Haven Emerson, New York 
City. 

Executive secretary, Dr. Kendall Emer? 
son, 450 Seventh Avenue, New York 
City. 

Next meeting, Pasadena, Calif., Sept. 3-6. 


American Protestant Hospital Association. 
President, C. S. Pitcher, Philadelphia. 
Executive secretary, Dr. Frank C. Eng- 

lish, 3233 Griest Avenue, Cincinnati. 

Next meeting, Philadelphia, Sept., 21-24. 


American College of Hospital Administra- 
tors. 
Director-General, J. Dewey Lutes, Ravens- 
wood Hospital, Chicago. 
Next meeting, Philadelphia, Sept. 22. 


American Hospital Association. 
President, Dr. Nathaniel W. Faxon, 
eee Memorial Hospital, Rochester, 
- = 


Executive secretary, Dr. Bert W. Cald- 
well, 18 East Division Street, Chicago. 

Next meeting, Philadelphia, September 
24-28. 


American Occupational Therapy Associa- 
tion. 
President, Dr. Joseph C. Doane, Jewish 
Hospital, Philadelphia. 
Secretary-Treasurer, Mrs. Eleanor Clarke 
Slagle, Room 1511, 175 Fifth Avenue, 
New York City. 
Next meeting, Philadelphia, September 
8. 


Ontario Hospital Association. 
President, R. Fraser Armstrong, Kings- 
ton. 
Secretary-Treasurer, Dr. Fred W. Rout- 
ley, 410 Sherbourne Street, Toronto. 
Next meeting, Toronto, October 10-12. 


American Dietetic Association. 
President, Quindara Oliver Dodge, Sim- 
mons College, Boston. 
Business manager, Dorothy I. Lenfest, 
185 North Wabash Avenue, Chicago. 
Next meeting, Washington, D. C., Octo- 
ber 14-16. 


American College of Surgeons. 
President, Dr. Wm. David Haggard, 
Nashville, Tenn. 
Executive secretary, M. T. Farrow, 40 
East Erie Street, Chicago. 
Next meeting, Boston, October 15. 


Association of Record Librarians of North 

America. 

President, Evelyn M. Vredenburg, Wom- 
an’s Hospital, New York City. 

Corresponding secretary, Alice G. Kirk- 
land, Samuel Merritt Hospital, Oakland, 
Calif. 

Next meeting, Boston, October 15. 


Kansas Hospital Association. 
President, John E. Landers, Wesley Hos- 
pital, Wichita. 
Secretary, Dr. John T. Axtell, Axtell 
Christian Hospital, Newton. 
Next meeting, Newton, October 27. 








to approved thermometer manufactur- 
ers or their employees, and only in such 
quantities as are permitted by the com- 
mittee for home work in this line. 
Capillaries and tubes suitable for 
the production of fever thermometers 
and half finished thermometers may 
not be delivered to dealers but only to 
persons finishing them in their own 





plants. Exceptions to this rule must 
have the approval of the federal min- 
ister of economics or a subsidiary office 
determined by him. 

The reason for the adoption of these 
measures is declared to be the excess 
production and underselling in the clin- 
ical thermometer industry, which has 
led to hardship for the workers. 
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Why Hospital Authorities Recommend 
BARNSTEAD Triple Water STILLS 


tions for intravenous use, including arsphe- 

namine, are made up directly from the fresh 
product of this installation (Barnstead Triple Water 
Still) and we have had no reactions from the admini- 
strations of solutions made up in this way. The water 
is also excellent for general hospital use. My own 
impression is that this installation will meet every 
hospital and laboratory need.” 


A leading hospital authority reports: —‘‘All solu- 


Barnstead triple-distilled water is also approved by 
the American College of Surgeons. Made by multiple 
trapped and baffled distillation, this pure distillate 
entirely eliminates pyrogenic impurities, including 
bacterial toxins and prevents reactions after intra- 
venous infusions. 


1878 TRADE MARK REG. US. PAT OFF. 
é 


Barnstead 


i)_@ STILL & STERILIZER CO. Inc. 


Srehizen ca 
31 LANESVILLE TERRACE FOREST HILLS, BOSTON, NiASS. 


(Original and sole manufacturers of genuine~“‘Barnstead;|Stills”’ ) 





Barnstead distilling equipment and storage apparatus can be fur- 
nished with the kind of mounting you desire:—wall, shelf, open 
floor or special compact floor mounting, built-in or concealed 
mounting. Let us know your requirements and we will gladly send 
blueprints showing just how Barnstead equipment will fit into 
your room plans. And we will also send our catalog and prices. 














1 gallon steam heated Barnstead Triple Water Still 


with 5-gallon storage tank on wall shelf. Installed at 
Immanual Deaconess Hospital, Omaha, Nebraska. 











Leading Hospitals Specify 
Shock Absorbing Casters 


— There’s a Reason! 


In fact, there are many reasons. 

Among them: 

® Shock absorbing feature re- 
lieves patients and assures com- 
plete comfort. 

® Caster held more securely than 
ever before possible. 

® Absorbs all jolts. 

® Absolutely noiseless at all times. 

® Cannot split, bulge, or damage 
tubular legs. 

® Eliminates all metal to metal 
contact. 

® Prolongs life of equipment. 

® Nothing to wear, break, or give 
out. 

® Attached or removed easily and 
quickly. 





Try a set on approval and see the many advantages 
yourself. Specify size desired: 2”, 3”, 4”, 5”, or 6”. 


Write Today! 


JARVIS & JARVIS, INC. 


Manufacturers of Superior 
Hospital Casters and Trucks 


102 SO. MAIN ST. PALMER, MASS. 


Representatives in all Principal Cities. 
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There is no substitute for 
“Lysol” safety..speed..saving 


Compare “‘Lysol”’ disinfectant 
with its many substitutes. You 
will find that “Lysol” has a 
phenol coefficient of 5, at least 
twice as high as that of the 
usual run of cresol compounds 
U.S.P. Compare “‘Lysol’s”’ ger- 
micidal potency with that of 
any other disinfectant. You will 
find that “Lysol” is non-specific 
in action,that it destroys deadly 


Now $925 





AEC. U.S. PAT. OFF 


bacteria even in the presence of 
blood,pus and serum, while some 
so-called disinfectants may 
lose as much as 95‘¢ of their 
power to kill, owing to the pres- 
ence of such organic matter. 
For safety . . . for speed . . . for 
saving . . . new double-strength 
“Lysol” leads them all. Get the 
proof. Mail the ‘‘Lysol”’ coupon 
today. 


PER GALLON 


ON 50-GALLON CONTRACTS 






Disinfectant 


Leun & Fink, Inc., Dept. MH-5, Bloomfield, N. J. 


Without obligation, please send proof of ‘“‘Lysol’”” economy and information on 


“Lysol” Yearly Contract Plan. 





Name 


Title 





City 





Hospital R., 


State. 6 and 
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New York Nurses Seek 
Eight-Hour Schedule 


An eight-hour schedule for special 
duty nurses is asked in a resolution 
adopted recently by the New York 
League of Nursing Education. This 
action was based on the continuance of 
the twelve-hour day and the eighty- 
four-hour week for special duty nurses. 
No plans were made for a move to 
force the adoption of the eight-hour 
session, but the nurses are calling on 
hospital executives to accept the pro- 
gram voluntarily. Eleven hospitals 
have already adopted this shorter 
schedule. The league, of which Claribel 
Wheeler is president, is composed of 
executives in nurses’ organizations and 
hospitals and directors of training and 
supervisors. 





N. J. Association Studies 
Communicable Disease 


The Essex County Hospital, Belle- 
ville, N. J., was the scene of a meeting 
of the New Jersey Hospital Associa- 
tion on April 12. Following luncheon, 
which was served in the hospital, an 
address of welcome was delivered by 
Carl G. Lehmann, which was followed 
by talks by Dr. Ellis L. Smith, super- 
intendent, Essex County Hospital, and 
Dr. Charles V. Craster, health officer, 
Newark, on “Communicable Diseases 
and the Hospital,’ and “Comments 
from the Public Health Standpoint.” 
Prior to an inspection of the hospital 
with demonstrations of techniques in 
the care of communicable disease, Dr. 
Paul Keller, director, Newark Beth 
Israel Hospital, spoke on the activities 
of the welfare committee of the asso- 
ciation, and outlined the work that has 
been done by that committee. 





Illinois Attorney General 
Rules on Hospital Plans 


Group hospitalization in Illinois is 
insurance and must be carried on un- 
der the insurance laws of the state, 
according to a ruling made on March 
31 by the state’s attorney general. Fur- 
thermore the attorney general held 
that hospitals in Illinois that were or- 
ganized as nonprofit corporations are 
specifically excluded under an Act of 
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1872 from conducting an insurance 
business. 

The ruling was made at the request 
of the state director of insurance after 
the Decatur and Macon County Hos- 
pital, Decatur, IIl., had proposed a 
group hospitalization plan. When the 
plan was first announced the medical 
society made an incomplete investiga- 
tion and condemned it, according to 
Howard E. Hodge, superintendent of 
the hospital. The idea was then taken 
up by the two local newspapers and 
pushed vigorously. Mr. Hodge has not 
yet announced what further action he 
will take. 





Construction Resumed on 
Hospital in St. Louis 


Construction will be resumed on the 
Homer G. Phillips Hospital for Col- 
ored, St. Louis, through transfer of 
$1,500,000 to a hospital fund from 
funds appropriated for other purposes. 
Much needed improvements to other 
municipal institutions will also be car- 
ried out as the result of this transfer. 
The hospital will have 600 beds when 
completed and will cost $2,500,000. It 
is expected to be ready for occupancy 
in July, 1935. Construction work on 
the structure was stopped some time 
ago when funds were exhausted. 





Erection of New Bvidge 
Ousts Children's Hospital 


Construction of the Triborough 
Bridge will make it necessary for the 
New York City Department of Hospi- 
tals to vacate eight buildings of the 
New York City Children’s Hospital on 
Randall’s Island soon, it was disclosed 
on April 4. 

The Triborough Bridge Authority 
already has informed the department 
of hospitals that it will need the land 
occupied by the buildings for building 
purposes within two months. The 
buildings, which house 400 children, 
include the newest structures, some 
built as recently as fifteen years ago. 

Eventually all the buildings, as well 
as those on Ward’s Island, will be re- 
moved so that the two islands can be 
developed for city parks. For the pres- 
ent the older buildings of the Children’s 
Hospital will not be affected. 








Course in Hospital 
Administration Is Announced 


The school of business of the Univer- 
sity of Chicago will offer, beginning in 
the autumn quarter of 1934, courses for 
graduate students who contemplate en- 
tering the field of hospital and clinic 
administration. The course will be un- 
der the direction of the school of busi- 
ness, with the cooperation of the offi- 
cers of the University of Chicago Clin- 
ics and Hospitals. It will be open to 
students who hold a bachelor’s degree 
or the degree of doctor of medicine or 
doctor of public health; and who after 
individual conferences are accepted by 
the dean as having the personal quali- 
fications necessary for success in ad- 
ministrative work. The number of stu- 
dents accepted will not exceed eight. 

The minimum length of the course 
will be four quarters, at least three of 
which must be passed in residence at 
the university. A period of nine to 
twelve months of residence in a hospi- 
tal may also be required (referred to 
subsequently as the “internship’’). 

All students will be required to take 
certain academic courses which are 
available in the school of business or in 
other departments of the university, 
unless they have already pursued with 
credit these courses or their equivalent. 
Further courses may be required of in- 
dividual students according to their 
previous preparation and needs. 

A large part of the students’ time 
will be devoted to practical work in 
hospitals and clinics in Chicago or vi- 
cinity, and to conferences with instruc- 
tors. A number of lectures and confer- 
ences with hospital administrators of 
experience will also be included. 

Students will be required to under- 
take a piece of investigative work 
which, in the case of students who are 
candidates for a master’s degree, will 
serve as the thesis required therefor. 

The tuition fee is $100 per quarter. 
The university has comfortable dormi- 
tories at moderate rates. During the 
period of “internship,” when required, 
residence and living expenses and in 
some instances a nominal stipend will 
be provided by the hospital. 

Certain scholarships are available 
for the assistance of students. Infor- 
mation concerning the course may be 
secured from the dean of the school of 
business, University of Chicago. 
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TO HOSPITAL 
BUYERS 






| wish it were possible — 


for me to see and talk to each and every hospi- 
tal superintendent and buyer in the country in 
order that | might show and demonstrate the 
new and wonderful material called LOTUS- 
CLOTH. 

| feel that | know something of the many 
difficulties confronting the hospital today with 
reference to rubber sheeting and protection of 
bedding. It is almost impossible to get a patient 
to submit to the old type rubber sheet being 
placed on the bed and we can not blame him 
very much, because it is extremely uncomfort- 
able LOTUSCLOTH affords a maximum of pro- 
tection as well as comfort. A patient never 
knows when LOTUSCLOTH sheeting is on 
the bed. 

It is seldom that we are in a position to 
offer to the hospital and medical profession, 
an item that can be endorsed wholeheartedly 
and recommended as we feel we can LOTUS- 
CLOTH, and it is seldom that a single item 
adapts itself to so many uses. LOTUSCLOTH 
IS THE ALL PURPOSE HOSPITAL 
SHEETING. 


Wash it, boil it and sterilize it without injury. Lysol, 
henol, bichloride of mercury, ether or alcohol will not 

- arm this durable fabric. It can not crack or peel because 
the pure Latex used is in the fabric and not on it. 
LOTUSCLOTH resists the damaging effects of the known 
enemies of rubber longer than other products of similar 
nature. 

We are so confident that this material will do all that 
we claim for it that we do not hesitate to offer a free 
sample for test purposes, knowing that once you try 
LOTUSCLOTH, you will always use it. 

Send us your name and address and a sample of the 
material will be sent you at once. 
























Yours very truly, 


E. J. MARX, President. 


SHARP & SMITH 


65 E. Lake St. 
















Chicago, Ill. 
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forCooler 


more comfortable 


DRESSINGS 









Warm sticky days will soon be here. That’s when 
patients appreciate cooler dressings of soothingly 


smooth Sanisorb. 


Beautifully white, light and fluffy—this cellulose prod- 
uct consists of layer upon layer of the thinnest, finest 
texture—of a honeycomb like formation which permits 


maximum ventilation. 


Sanisorb is fully three times as absorbent as the finest 
cotton, and twice as bulky. Moisture spreads more 
rapidly, but evenly, throughout its fibres—spreading out 
over a greater area, not soaking through in one spot. 
It not only holds a greater amount of leakage but holds 
it until entire dressing is filled. Dressings need not be 
changed as often. And because Sanisorb pulls apart 
easily to any desired thickness, it is far more con- 


venient to handle. 


Sanisorb is made in three convenient sized rolls or cut 


to a number of standard sizes. 


Write for sample, literature and prices. 


SANISORED 


CELLULOSE ABSORBENT 


MANUFACTURED BY 
HOBERG PAPER & FIBRE CO., GREEN BAY, WIS. 
Distributed exclusively by 


WILL ROSS, INC. 


WHOLESALE HOSPITAL SUPPLIES 
MILWAUKEE ¥ WISCONSIN 
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Dr. THOMAS HOWELL has been ap- 
pointed superintendent of the New 
York Hospital-Cornell Medical Center, 
New York City, filling the post left 
vacant by the resignation of JOHN R. 
HOWARD, JR. DOCTOR HOWELL was su- 
perintendent of the New York Hospital 
before its merger with the Cornell 
Medical School and since its removal 
to the Medical Center has been assist- 
ant superintendent. 


Dr. E. T. OLSEN, superintendent, De- 
troit Receiving Hospital, Detroit, has 
resigned from the superintendency of 
that institution. 


Ivy P. LIVINGOOD has been appointed 
superintendent of the Rahway Me- 
morial Hospital, Rahway, N. J. Mrs. 
LIVINGOOD was formerly assistant to 
the late L. ANNA HUGHES. 


Dr. GILBERT E. SEAMAN of Milwau- 
kee has been appointed superintendent 
of Northern Hospital for Insane, Win- 
nebago, Wis., succeeding DR. PETER 
BELL, resigned. 


PROF. EFFIE J. TAYLOR has been ap- 
pointed dean of the Yale School of 
Nursing, succeeding DEAN ANNIE W. 


PERSONALS 


GOODRICH, who retires at the end of 
the year. PROFESSOR TAYLOR joined the 
Yale faculty in 1923 and in 1926 was 
designated as the first and probably 
the only professor in the world in psy- 
chiatric nursing. 





JOHN F. MCHALE will retire as as- 
sistant superintendent of Bellevue 
Hospital, New York City, on June 1. 


NorRA WALSH has been appointed su- 
perintendent of the newly opened hos- 
pital which will be operated by the 
Williamsport City Health Bureau, Wil- 
liamsport, Pa. 


Dr. DANIEL J. FINUCANE has been 
named superintendent of the new Chil- 
dren’s Tuberculosis Sanatorium being 
erected near Glendale, Md. 


NoRMA Cox has been appointed su- 
perintendent of High River General 
Hospital, High River, Alberta, Canada. 
Miss Cox is a graduate of Calgary 
General Hospital, Calgary, Alberta. 


NELLIE MUMFORD has been appointed 
superintendent of the new Louise G. 
Wallace Hospital, Lebanon, Mo. 


DR. KNOWLTON REDFIELD, for the 






past five years superintendent of Jef- 
ferson Hospital, Roanoke, Va., has 
been named superintendent of Norfolk 
Protestant Hospital, Norfolk, Va. 


MRS. GEORGIA G. HALL, for the past 
four years assistant superintendent of 
Augusta General Hospital, Augusta, 
Me., has been appointed superintend- 
ent of the hospital, succeeding SUSAN 
K. GILLIN, resigned. 


Dr. ALEXANDER MCRAE has been 
named superintendent of the new Mea- 
dowbrook Hospital, Mineola, Long 
Island, N. Y., effective June 1. Doc- 
TOR McRAeE has assisted in designing 
the institution. 


LELA FISHER has been named super- 
intendent of Annie Penn Memorial 
Hospital, Reidsville, N. C. Miss FISHER 
was formerly associated with Union 
Memorial Hospital, Baltimore. 


GELA HARMON SCHULTE has been ap- 
pointed director of Riverside Hospital, 
Paducah, Ky. 


SISTER TIMOTHIA FALK, supervisor 
of St. Mary’s Hospital, Cincinnati, for 
the past thirty years, died recently. 















Registration Opened for 
All Record Librarians 


The Association of Record Librari- 
ans of North America has opened its 
bureau of registration to all qualified 
record librarians, according to Alice 
G. Kirkland, Oakland, Calif., registrar 
of the association. 

Applicants in order to qualify for 
registration must be at least twenty- 
one years of age and of good moral 
character. They must have had a pre- 
liminary education equivalent at least 
to the course offered by a recognized 
high school. In addition to this, they 
should be a graduate of a school of 
record librarians approved by the As- 
sociation of Record Librarians of 
North America, or should have held 
the position of record librarian in a 
hospital approved by the American 
College of Surgeons for at least two 
out of the past five years. However, 
applicants who cannot measure up to 
these standards may make application 
for registration. 

The fee for registration is $3, and 


Oe PANNE. 


this fee must accompany all applica- 
tions. It will not be refunded if the 
applicant is not accepted, or fails to 
pass the required examination, but 
those who do not pass may be re- 
examined after a period of six months 
without the payment of an additional 
fee, according to Miss Kirkland. 

Examination papers will be pre- 
pared by the board of registration. 
The vaper or papers for each applicant 
or group of applicants will be sent to 
a record librarian aproved by the 
board, and living as near as possible to 
the applicant or applicants, who will 
administer the examination. The pa- 
pers will be considered by each member 
of the board of registration and a grad- 
ing of at least 75 per cent will be nec- 
essary for passing. 

Certificates of registration, which 
have been issued, may be revoked if 
occasion for such action arises by order 
of the board of registration, it is 
pointed out. The registered record li- 
brarian whose certificate is to be can- 
celed may, however, request a hearing 
with regard to her case. 





The board of registration consists 
of Dorothea M. Trotter, chairman, 
Blodgett Memorial Hospital, Grand 
Rapids, Mich.; Minnie Genevieve 
Morse, Cheyenne, Wyo., and Dr. T. R. 
Ponton, American College of Surgeons. 
Record librarians desiring registration 
should send their applications to Miss 
Kirkland at Samuel Merritt Hospital, 
Oakland, Calif. 





U. S. Navy Lends Hospital 
Ship for Relief Work 


The U. S. Navy, under an agreement 
with the Philadelphia County Relief 
Board, has lent to the board the S. S. 
Mercy to be used as quarters for desti- 
tute persons. The board will spend 
about $10,000 reconditioning the ship, 
which has been out of commission in 
the Philadelphia Navy Yard. The 
Mercy was converted into a hospital 
ship in 1917 and made many trips be- 
tween New York City and Brest, 
France, carrying sick and wounded 
soldiers during the World War. 
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HUNTINGTON LABORATORIES INFANT BATHING ROUTINE 


ivsal 
baby 
comfort 
meant 
torture 


HE 17th century new-born baby 

was bathed and its skin completely 
salted. The head was tightly bound and 
the body wrapped in swaddling band- 
ages that prevented the slightest move- 
ment. About half the babies so treated 
died in the first year of life. 
Today we know that the proper care of 
the baby’s skin is as important as food. 
The use of Baby-San for bathing, plus 
the application of Huntington Baby Oil 
for protection against derma disorders, 
accomplishes most thorough bathing 
results and renders the baby’s skin im- 
mune to bacteria attack. 


This new routine using Baby-San and 
Huntington Baby Oil offers the most 
advanced technique for infant bathing 
and infant skin care ever developed. 


BABY-SAN 


AMERICA’S FAVORITE BABY SOAP 


HUNTINGTON 


BABY OIL 


Write today for details on Baby-San and 
Baby Oil and a copy of the Huntington 
Laboratories Infant Bathing Routine. 


AL DEPARTMENT 


The HUNTINGTON egg LABORATORIES /nc. 


NDIANA 


999 Logon Ave 
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where 
SMOOTH 
OPERATION 


is Essential 


Ta hospital routine need make 
no allowances for “time out” to repair worn 
hardware. Delay and failure can be tolerated 
less here than in any other type of public 
building. 

Rixson Hardware Specialties are built to a 
standard of endurance that insures quiet 


efficient operation year in and year out. 


The Rixson Single Acting Floor Checks 
Nos. 20 and 25 are an excellent example of 
that dependability which is the most desirable 
feature of hospital hardware. Designed for 
entrance and vestibule doors, they have ample 
strength to meet the constant demands of 
heavy traffic through heavy doors. The weight 
of the door is carried by a drop-forged and 
case-hardened spindle. This in turn is sup- 
ported on ten 14 inch ball bearings running 
in a case-hardened race. 

When it is a hospital specification foresee 
the wearing action of years and specify 
Rixson No. 20 for door sizes up to 2 ft. 8 in. 
x 8 ft. and No. 25 up to 3 ft. 6 in. x 8 ft. 
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THE OSCAR C. RIXSON COMPANY 
4450 Carroll Avenue Chicago, III. 


New York Office: 2034 Webster Ave. 
Philadelphia 


Atlanta New Orleans San Francisco 












































HARDWARE SPECIALTIES 














© Anchor Sheets 


Nashua 


Cotor is being 
used with marked 
success as part of 
convalescent treatment. Not only color 
in the rooms and wards—but colored 
uniforms for the nurses as well. There is 
sound psychological basis for the favor- 
able reaction to the cheeriness that color 
creates. 


From the practical point of view, color— 
in place of white—need not present a 
single problem. 


INDIAN HEAD 
CLOTH «4. nasnua propuct 


—is made in thirty solid colors as well 
as white, and every color carries the 
famous Indian Head guarantee: 





If any garment made wholly or prin- 
cipally of Indian Head Cloth fails to 
give proper service because of the fad- 
ing or running of Indian Head Colors, 
we will make good the total cost of the 
garment. 


In adopting Indian Head cloth in colors 
you insure the same long wear and 
satisfactory service you have always had 
from white Indian Head. 


Better manufacturers will furnish uni- 
forms for every purpose of white or any 
of the thirty Indian Head colors. Look 
for the Indian Head label. 


Indian Head Cloth may be had WB 
shrunk by the Sanforizing process A 
in White and 30 Fast Colors. G5" 


rporeted 1823 


. Box 1206 Boston, Mass. 
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Mfg. Co. 


Nashua Blankets 
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NEWS FROM 
MANUFACTURERS 





NEW MATTRESS PROTECTOR 

It is highly important that mattresses, pillows and cush- 
ions used in hospitals be protected against stain, odor and 
infection. A new cover designed to meet these require- 
ments economically and with a minimum of effort on the 
part of the hospital personnel has been placed on the mar- 
ket by The Sanicot Products Co., Inc., Manchester, N. H. 

The new Sanicot mattress cover is manufactured of 
Amoskeag A. C. A. ticking—to which is welded a heavy 
layer of specially processed rubber on one side only. The 
cover is made to slip on and off the mattress efficiently 
and is sealed against dust and dampness with a slide 
fastener. The cover is reversible. The rubber side may be 
exposed to guard against heavy drainage or moisture, or 
the ticking side may be used for utmost comfort. 

It is not necessary to remove these protectors, it is 
pointed out, as they may be washed while on the mat- 
tress. A special type of Sanicot is available for mental 
hospitals. The item is made to measure and is available 
in either maroon or white rubber. 





SUCTION DOUBLED IN NEW VACUUM CLEANER 


Speed, durability and convenience in operation are 
claimed for the new commercial type suction vacuum 
cleaner that has been placed on the market by Kent Com- 
pany, Inc., Rome, N. Y. The force of the suction in the 
new model is double that of the commercial unit formerly 
manufactured by the company, it is said. 

The new unit has double fans which are powered by a 
%-h.p. motor, and a 14-inch hose is used in place of the 


The dirt bag on 
this new com- 
mercial type 
suction cleaner 
is enclosed in a 
steel can in or- 
der to protect it 
from being torn. 





1%4-inch hose used in the old model. The motor is a West- 
inghouse Universal and is encased in aluminum. The base 
of the machine is also aluminum. The machine is equipped 
with a double dirt bag, which is designed to separate the 
dust and dirt from the air before the air passes through 
the fans. The purpose of this is to increase the life of the 
working parts. The dirt bag is enclosed in a steel can in 
order to protect it from tearing. 

The unit is mounted on two rubber tire wire wheels and 
a swivel caster. The machine separates into two parts, each 
of which has a convenient handle for carrying. 
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NOW WEVE GOT) 


REAL TOWELS! 





MALL need these days to sell the advantages of 

individual paper towels. Yet many a hospital staff 
is trying to be cheerful about towels that not only are 
unpleasant in texture but short-change the user in 
drying qualities as well. Other hospitals have installed 
A.P.W. Onliwon Towels and have found out how satis- 
factory paper towels really can be. 

They are satisfactory for so many reasons that they 
are used in more hospitals and institutions than any 
others on the market. For one thing, they are soft and 
pleasant, yet tough enough not to tear easily when 
handled with wet hands. They come from their Onliwon 
Cabinets double-folded, and are so absorbent that one 
usually does the work of several ordinary towels. Onli- 
won Cabinets are simple to load and to use, yet pro- 
tect their contents completely from dirt and handling. 

Something less than an eighth of a cent apiece is 
the cost of A.P.W. Onliwon Towels—bringing this 
superior washroom service within reach of even the 
most reduced budget. 





Without obligation, write A. P. W. Paper Co., 
Albany, N. Y., for samples and/or name of local 
distributor as near you as your telephone. 












































@ The World's finest coffee-pro- 
ducing regions contribute their 
best to Continental's 3 outstand- 
ing blends. No matter which 
blend you select, you are 
assured of highest quality; the 
Continental representative will 
aid you in choosing the correct 
blend for your needs. 


WORLD'S BEST BLEND 
—Deep, rich, winey flavor, tan- 
talizing aroma, sparkling clarity 
—dqualities which result from the 
use of fine aged Sumatras and 
choicest Medellin Excelso 
Bogotas. You are sure to earn 
unstinted praise when you serve 
this Continental blend. 


FAVORITE BLEND — 


The smoothness of Continental's 
Favorite Blend comes from the 
use of Medellin Excelso Bogotas, 
Old Brown Maracaibos, and old- 
crop Bourbons. Enchantingly 
mellow in flavor, it has a heavy, 
though not too rich body. 


POPULAR BLEND — 


Mild, yet not too mild. Full- 
bodied, yet never heavy. Its 
flavor is sweet, rather than strong. 
A blend of choice Medellins, 
old-crop Bourbons, and Brown 
Maracaibos. 


CONTINENTAL COFFEE 


Continental Teas, Extracts, Gelatines, Cream 
Desserts, Spices, Cocoas and Baking Powder, 
packed, sold and shipped by the same 
group of employees who prepare and dis- 
tribute Continental Coffee, are available at 
consistently lower prices. Ask the Con- 
tinental salesman who calls on you—or 
write direct to us. 


CONTINENTAL COFFEE COMPANY 


| 371-375 W. ONTARIO STREET, CHICAGO, ILLINOIS 





137 






THE FINEST COFFEES IN ALL 
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Indian Head Fabrics 














SIMPLY 


tug You 


TO DATE THE LABELS! 


Or COURSE we realize 
that you tested Dwight Anchor sheets 
thoroughly before you placed your order 
for them. You proved to your own satis- 
faction that they beat other sheets in 
laundry wear tests. You expect them to 
save money on future replacements. 
That’s why you bought them. 


But—until you’ve actually used these 
sheets month after month, you won’t be- 
lieve how long they last with no sign of 
wear! That’s why we provided a dating 
label! That’s why we’re urging you to 
ink in the purchase date on each Dwight 
Anchor sheet. We’re not only ready, but 
anxious for you to make still further 
economy comparisons. 


Their snowy, soft, soothing texture com- 
bined with these remarkable wearing 
qualities make Dwight Anchors your 
ideal sheets. You’ll find that the strong 
stitched hems and tape selvages that give 
Anchors their well-tailored appearance 
are further factors in their long life. 


Date the labels—and prepare 
to congratulate yourself on 
your wise choice of Dwight 
Anchors! 





WE DO OuR PaRT 
Code 1 





Nashua. Mfg. Co. 


incorporeted 1823 
Boston, Mass. 
Nashua Blankets 
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DULL FINISH ON WASHABLE WALLPAPERS 


A new type of washable wallpaper has been placed on 
the market recently by Imperial Paper and Color Corpo- 
ration, Glens Falls, N. Y. The process by which wash- 
ability is achieved without the use of shiny coatings and 
without limiting the number or character of colors used, 
has been patented, according to the manufacturer. 

Wallpapers made by this process are washable, it is 
pointed out, because the adhesive which binds the colors 
together to the paper is not dissolved or softened by water 
or other common cleaning agents. No coating of any sort 
is necessary over the printed design. 

From the hundreds of patterns available papers can be 
selected for various purposes. Patients’ rooms can be 
cheery and light, yet subdued. A pleasant atmosphere, 
more conducive to the contentment and happiness of pa- 
tients, can readily be achieved, it is pointed out. 





ICE MILLING MACHINES FOR SMALL USERS 


In order to meet the requirements of ice users whose 
requirements are relatively small, three models of hand 
operated ice milling machines have been placed on the 
market by Harmon Specialties Company, division of B. A. 
Hayes & Company, Inc., Norfolk, Va. 

The Junior Table Model and the Junior Floor Model, 


At the right is the 
Junior Floor Model, 
one of the three 
new models of ice 
milling machines 
announced recently 
by Harmon Special- 
tiesCompany. 
These units are de- 
signed for users 
whose requirements 
are relatively 
small. 





two of the new machines, embody the main features of the, 
company’s large electrically driven unit, including its 
gravity feed and oiling system. The Midget, the smallest 
of the three new models, also embodies these features ex- 
cept that its oil system is conventional. 





HEAVY DUTY FLOOR TILE 

A new heavy duty asphalt tile flooring that is designed 
for unusually severe service has been announced by Johns- 
Manville, 22 East Fortieth Street, New York City. The 
outstanding characteristics of the material, according to 
the manufacturer, are its resistance to indentation and 
abrasion, its strength and its ability to withstand moisture. 

This new tile can be applied directly over smooth wood 
subfloors and may be used for installations at or below 
grade where dampness may be encountered, it is stated. 
The tile is made in four colors, and four sizes. 
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APPLEGATE S 
INKS& MARKERS 












Name, Dept. & Date 


stamped at one impres- 
sion on any cloth (in- 
cluding Blankets and 
Bath Towels). 


Total Marking Cost 
Only 3c Per Doz. 


NEW LOW PRICE 


Foot Power Marker ........ $30 
Hand Power Market........ $20 





Heat Required No Heat Required 


NAME, DEPT DATE 
ONE OR ALL 
AT ONE 
IMPRESSION 





Metal Die Plates extra, in any 
size or style type that will go into 
the largest of all Marking Space 
214” by 614”. 

First cost only cost. Marker and 
Dies last virtually forever. 

The most efficient marker made. 

SPEED UNLIMITED 


Send for Catalog and Sample 
Impression Slip. 


APPLEGATE 
CHEMICAL CO. 
5630 Harper Ave., Chicago 


—= FOR MARKING LINENS — 




















We Are 
PAPER 
SPECIALISTS 


Serving Hospitals and insti- 
tutions and know well your 


vA EWsnb=. 


PAPER SPECIALTIES 


Napkins, Tray Covers 
Towels 

Toilet Paper 
Doilies 

Plates, Cups 
Glassine Bags 
Bags, Sacks, Liners 
Shelf Paper 

Wax Paper 
Sterilizing Papers 
Shroud Sheets 


requirements—In buying from 
us you will be as pleased 
with our products and service 
as many others are whom we 


now serve. * 


OFFICE. & SCHOOL 
SUPPLIES 


Biotting Papers 
Tale(-) a OF Tae fs 

Filing Supplies 
Transfer Files 

Pads, Tablets 

Plain & Ruled Fillers 
Note Books 

Time & Roll Books 
Typewriter Papers 
Second Sheets 
Adding Machine Rolls 
Labels & Tags 


Write us about your paper 
needs and paper problems— 
We will try to help you. 





WE DO OUR PART 


Write us now for our Price 
Bulletin and Samples 


MAPLEWOOD PAPER MILLS 
PAPER PRODUCTS 


45-51 Lispenard Street New York 
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and Noise -Free 
INSTITUTIONS 


Ahould have 


a Noiseless GENERAL FLOOR MACHINE 








makes possible proper floor maintenance 
—easily—quickly and economically. 


e@ Greater efficiency because of its increased 
brush speed and entire concentration of 
weight directly over brushes. 


@ Amazing simplicity in construction means 
economy in operation and upkeep cost. 


@ Permanently noiseless in operation. 


@ Modern and scientific principles in design. 






Model 14 (14” 
brush spread) for 
small institutions. 


Model 18 (18” 

brush spread) for 

all size institu- 
tions. 


Model 22 (22” 
brush spread) for 
larger institutions. 


Write for further particulars, or better yet, fill in the at- 
tached coupon and have a General shipped to you on ; 
trial. Compare its performance with your old or any other © 

machine. See how different. ~ 


GENERAL FLOORCRAFT CORP. 
333 SIXTH AVENUE NEW YORK 


aa — — — —— ese 


Dept. MH5 





) 
GENERAL FLOORCRAFT CORP., 
333 Sixth Avenue, New York. ) 
Gentlemen: ‘ 
Kindly ship us your model floor machine for FREE trial. 
Kindly send literature about your floor machine. 
Institution 
Address...... 


——— eeeeEeeEeeeEeeeee5rer-rm nee eee 


THE Jlotseleas 


GENERAL 





FLOOR MACHINE 
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Questions 


you, too, should ask 
before you purchase any 
supplies or equipment 


The fact that we ask them before 
offering any item or product under 
our name is probably one reason 
why Will Ross Merchandise is the 
standard of comparison in so many 
hospitals throughout the country. 


Does it serve a useful purpose? Is 
it higher quality or equal quality 
at a better price? Has it been 
built or fabricated to stand up 
under the hard use hospitals must 
give it? Can you give it your own 
personal endorsement? 


Such questions give real signifi- 
cance to the Will Ross credo— 
“Dependable merchandise, honest- 
ly described, reasonably priced.” 








ROSS, INC. 


WHOLESALE HOSPITAL SUPPLIES 
779-783 North Water Street, Milwaukee, Wisconsin 
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COLGATE-PALMOLIVE-PEET MOVES OFFICES 


One of the most important business migrations in recent 
years has been completed with the removal of more than 
250 employees of Colgate-Palmolive-Peet Company from 
Chicago to Jersey City, N. J. 

Upon the decision of S. Bayard Colgate, president, that 
“increased efficiency in the management of the business, as 
well as savings in time and money” should result from 
moving the main offices of the corporation, a two-story 
addition was constructed at the Jersey City plant of the 
firm, and new offices made available. The plant in Jersey 
City is the largest of the company’s plants. 





NEW TRADE CATALOGUES AND PAMPHLETS 


The Celotex Company—A short training in the funda- 
mentals of sound insulation may be secured, it is stated, 
from a reading of “Celotex for Sound Insulation,” a pam- 
phlet issued by The Celotex Company, 919 North Michigan 
Avenue, Chicago. Technical data are presented in a manner 
easily understood by the layman and are accompanied by 
explanatory diagrams, one of which is devoted to sound 
insulating floors. 


H. J. Heinz Company—-Two valuable publications have 
been announced recently by H. J. Heinz Company, Pitts- 
burgh. One of these is a brochure containing tables and 
descriptive information relating to the nutritional values 
of foods, designed especially for the guidance of physicians, 
dentists and dietitians. The compilation has been done by 
the company’s research department at Mellon Institute, 
in collaboration with other nutritional authorities. The 
second publication is called “Heinz Strained Foods for In- 
fant Feeding and Special Diets.” The nutritive values of 
the company’s strained foods are given in tabular form. 


Frick Company—“Ice and Frost” is the title of a new 
bulletin issued by Frick Company, Inc., Waynesboro, Pa., 
describing the application of the company’s line of Instant 
Water Coolers. 


Ss. Gumpert Co., Inc.—Food products for institutions are 
listed in a new folder issued by S. Gumpert Co., Inc., Bush 
Terminal, Brooklyn, N. Y. Desserts, gelatins, beverage 
products, flavoring extracts and related items are described 
and catalogued according to quantity distribution. 


American Surgical Lamp Co.—Lights for major and 
minor surgery, as well as obstetric, spotlight and emer- 
gency units are attractively portrayed in a twelve-page 
booklet of the American Surgical Lamp Co., 104 East 
Mason Street, Milwaukee. Brief details on the “soft edged 
light field,” elimination of glare, color correction and heat 
control are included as features. 


The Prometheus Electric Corp.—Literature descriptive 
of its line of operating lights has been issued by The 
Prometheus Electric Corp., 401 West Thirteenth Street, 
New York City. An emergency operating light is Model 
No. 180 E, equipped to ensure uninterrupted service. An 
accompanying illustration shows an operating light mounted 
on mobile telescope stand. 


RCA Victor Company, Inc.—Public address and sound 
reenforcing systems are covered in a catalogue and bulle- 
tins published by RCA Victor Company, Inc., Camden, 
N. J. The company states that its complete new line of 
equipment embodies the latest developments and methods 
for the pickup, control, amplification, distribution and re- 
production of sound. Of interest to the hospital, also, ir 
the radio pillow, described in bulletin No. AF-28. 





